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ULMONARY embolism is often caused by 
quiet thrombosis in the legs. As a compli- 
cation of operation, injury or illness, this accident 
is well recognized. But embolism due to quiet 
or silent thrombosis may also. occur in seemingly 
well persons. Before any signs of thrombosis appear, 
it may recur again and again or may prove fatal 
at a single episode. Embolism from such a throm- 
bosis is more apt to cause repeated pulmonary in- 
farction without fatality than that which compli- 
cates operation, accident or illness. Yet it may 
end fatally. Its symptoms sometimes imitate 
coronary occlusion and sometimes pulmonary dis- 
ease. It may even take on one appearance or the 
other in successive episodes in any one patient. 
For some years, Dr. Paul D. White has been 
calling attention to the frequency of pulmonary 
embolism and infarction. In a recent paper, which 
reviews twenty years of his personal experience, 
he’ indicates that the medical profession has been 
backward in paying attention to these serious acci- 
dents. He notes his own rapidly increasing num- 
ber of observations in cases that he would for- 
merly have diagnosed as congestive heart failure 
or pneumonia. In respect to the simulation of 
heart disease by embolism, White finds that in 75 
definite cases of embolism, most of which he has 
observed during a recent ten-year period, 28 sim- 
ulated and 47 complicated heart disease. He finds 
clues to the diagnosis of embolism in periodic 
attacks of faintness or dyspnea or prostration, or 
im attacks of unexplained fever and leukocytosis 
or even jaundice (from hemolysis of the infarct 
and an engorged liver). It will be noted that 
these are not conventional symptoms of pulmo- 
narv embolism. 
The very 
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monia has given him the opportunity to distin- 
guish many cases of embolism masquerading as 
heart disease, and he has put up to surgery the 
task of discovering and removing the source of 
embolism in such circumstances. He has squarely 
stated the problem when he says, “Peripheral phle- 
bitis was evident in only a few cases, but it is 
probable that the majority might have shown such 
a lesion if we could have explored the veins; at 
least, that is the lesson to be derived from the 
post-mortem findings at the Massachusetts Gen- 
eral Hospital, where 70 per cent of the medical 
pulmonary embolism cases have phlebitis that 
gives no evidence of its presence.” 

In support of this aspect of the subject, Hamp- 
ton and Castleman,”'* from their exhaustive com- 
bined roentgenologic and pathological study of 
pulmonary embolism and infarction, are finding 
these lesions in increasing numbers. They hold 
that there need be neither a combination of pleural 
pain and blood spitting nor any obvious source 
of embolism, but that given any clue, and with 
roentgenologic evidence, a diagnosis may be 
made. One of their conclusions is pertinent here. 
They say, “In view of the fact that one-third of 
the cases of pulmonary infarction occur in patients 
who have not been operated upon and who have 
no demonstrable cardiac disease, it is important 
to consider pulmonary infarction in the differential 
diagnosis of pulmonary disease in ambulatory pa- 
tients [italics mine].” 

This paper is a sequel to one by me* pub- 
lished in this journal in 1934 under the title 
“Thrombosis of the Deep Veins of the Lower 
Leg, Causing Pulmonary Embolism.” In 3 of the 
4 cases discussed in that paper, there was an ele- 
ment of trauma; 2 patients, not suspected of har- 
boring a thrombosis, died of pulmonary embolism, 
and 1 was treated by division of the femoral 
vein in order to prevent a possible embolism. The 
fourth patient, who recovered without operation, 
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reappeared with a second idiopathic quiet throm- 
bosis in 1939, sixteen years after his first, but in 
the opposite leg. Eleven cases form the basis of 
discussion, in all of which trauma, operation and 
serious illness were absent or insignificant factors. 
“Idiopathic” is a poor term, but it connotes “of 
unknown origin” or “without satisfactory expla- 
nation.” Barker’ used it in 1936 in a paper de- 
scribing thrombophlebitis in ambulatory patients, 
out it was an old term then. Actually, the fact 
that an injury, operation or illness precedes throm- 
bosis explains nothing, since no one knows why 
ninety-nine such episodes cause no thrombosis and 
the one hundredth a dangerous process. But to 
throw oneself into the frame of mind which admits 
that thrombosis in the deep veins of the legs 
may occur in anyone at any time, one must cease 
to believe that any recognizable etiologic factor 
need exist. 

Quiet thrombosis, or so-called “phlebothrom- 
bosis,” is a noninflammatory, reactionless process. 
It takes place in the deep veins of the legs, usually 
below the knees. In its dangerous stage, it causes 
little venous obstruction. Though it may occur 
at any age from adolescence to senescence and in 
persons of various physical types, it is most com- 
monly seen in the sixth and seventh decades and 
in fat or fattish patients. Thus it has much the 
same incidence as the outspoken inflammatory 
thrombophlebitis, or phlegmasia alba dolens, to 
which actually it is related. 

The peculiar and dangerous quality of a quiet 
venous thrombosis lies in its decided tendency to 
form a loose, soft, detachable thrombus. It does 
not necessarily form such a propagating thrombus. 
Indeed, it is true that thromboses often heal with- 
out accident and, occasionally perhaps, without 
being noticed. Many develop into an obstructive, 
outspoken thrombophlebitis.* The explanation of 
the lack of statistics warning the profession of the 
incidence of quiet thrombosis and consequent 
embolism lies in this, that the more silent the 
process, the greater the danger of embolism. This 
is almost a law. A fatal pulmonary accident may 
come from a leg that even those most familiar 
with venous thrombosis must consider normal, 
and by contrast, the great swollen leg of throm- 
bophlebitis almost never causes embolism.  Statis- 
tics based on recognizable thromboses are thus 
nearly useless. In the quiet process, some part of 
the thrombus is not adherent or is only very lightly 


*It is now fairly well established, through the work of Réssle,® Bauer,*: * 
Frykholm® and others, that the great majority of venous thromboses in the 
legs, of all types, begin in the calf and foot; in fact, that only 10 per cent 
cf all thromboses in the femoral vein are unassociated with deep thrombosis 
below the knee. Thus the quiet peripheral disease must frequently develop 
into the obstructive, inflammatory type. Bauer has traced this deve!op 
ment in venographic studies. The idea is contrary to the long-accepted 
belief that a femoroiliac thrombophlebitis usually occurs independently 
of any peripheral process. } 
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adherent to the vein, being partly or wholly free 
to float away; whereas the inflammatory thrombys 
is fixed by a local reaction in the wall of the yein, 
One should think of a quiet thrombosis as consist- 
ing of a local process occupying perhaps only a few 
inches of a vein, one of many among the great mus- 
cles of the calf, but possibly having a loose, soft tai] 
that floats in the popliteal and femoral veins, Op 
this basis, why expect to discern outspoken or jn- 
deed any paysical signs in the leg? Barker et al,” 
of the Mayo Clinic, have published figures that 
indicate that one person in twenty in whom throm- 
bosis is recognized will suffer from a pulmonary 
embolism of some degree, but these figures suffer 
from the defect that I have just indicated. 

I propose, therefore, to deal here with pulmo- 
nary embolism as a single or repeated episode, 
usually from so silent an idiopathic thrombosis 
that the pulmonary infarct is apt to be mistaken 
for or confused with a coronary occlusion, angina 
or pleurisy. But because embolism is not the 
necessary or even the usual result of a quiet, deep 
lower-leg thrombosis, and because treatment of 
thrombosis, whether or not it has already caused 
embolism, is required, it is necessary to consider 
briefly the three courses that the original throm- 
bosis may pursue, which are as follows: recovery 
without extension; development into phlegmasia 
ilba dolens; and formation of a propagating throm- 
bus with pulmonary embolism. 

Recovery without extension or embolism, This 
} | 


* among 


may take place without operation, thoug 
5 cases (six episodes) so treated by me, elevation 
and rest failed three times (signs of thrombosis 
reappeared on resumption of an active life) and 
division of the femoral vein was then required. 
Two patients recovered without operation; in 
one of these, however, the disease appeared in the 
other leg sixteen years later, when conservative 
treatment was followed by recurrence, and at 
operation a soft thrombus was sucked out of the 
femoral vein. Considering the frequency with 
which embolism is associated with any one quiet 
thrombosis, not to speak of recurring thrombosis, 
this short series gives evidence in favor of immed 
ate operation without a trial of conservative 
measures.t Such treatment was used only twice. 
However, no deaths occurred among the few pa 
tients conservatively treated, which was perhaps 
good luck. a 

Development into femoroiliac thrombophlebins 
(phlegmasia alba dolens). Evidently this develop- 
ment is not often observed. Only twice have | 


tSince postoperative and post-traumatic thromboses are not under dis- 
cussion here, it is unnecessary to quote Fine and Sears" or Welch, — 
and McGahey® in support of routine division of the femoral vein. awd 
ably, however, most of the lessons learned from cases of gg 
thrombosis apply here, that is, to cases of idiopathic thrombosis that a 
not yet given rise to embolism. 
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noticed it clearly. Yet the Swedish investigators, 
especially Bauer,""* are sure that it is common, 
and Conner,’® in discussing his experiences with 
typhoidal thrombophlebitis, speaks of the frequent 
observation of early signs in the foot and calf be- 
fore the full-blown swelling of phlegmasia alba 
dolens occurs. One certainly sees cases in which 
embolism precedes this outspoken state, that is, 
during an early, quiet stage. 
Formation of a propagating thrombus with pul- 
monary embolism. ‘This outcome is covered by 
the 11 cases to be presented in some detail, and 
with these will be discussed, incidentally, 6 cases 
of embolism arising from thrombosis due to in- 
jury, illness or an old thrombophlebitis. Actually, 
these latter behave in every way like the idiopathic 
sort except, perhaps, that, following an old femoro- 
iliac thrombophlebitis, the recurrent episodes of 
embolism may be spread out over particularly long 
periods, even over many years. Postoperative 
thrombosis and embolism are not considered here 
at all. 
* * *# 


The following 11 brief case reports will give 
some idea of the nature of the problems presented 
and the results obtained. 


Case 1, R.M.A., a 61-year-old man, had previously 
been well. There was repeated embolism over a period 
of 3 months, at first suggestive of coronary occlusion, but 
with a negative electrocardiogram, and later of right- 
sided and left-sided infarctions. Examination of the legs 
was negative until 1 week before operation. There was a 
positive dorsiflexion sign and faint cyanosis of the left 
foot on standing. A bilateral process was suspected that 
extended above the groin on the left, as indicated by 
long-standing disease and a cyanotic left foot. 

Operation consisted of section of the left common iliac 
and right superficial femoral veins. A serious embolism 
occurred before the left iliac vein was approached. There 
Was no thrombus at the level of division. A hurried sec- 
tion of the right superficial femoral vein may have caused 
failure to observe a thrombus in the common femoral 
vein. A small embolism developed on the 4th postopera- 
tive day. There was recovery with no further embolism 
and with excellent function. There was a slight swelling 
of the right leg on the side of the femoral division. 


Case 2. W.L.S., a 56-year-old man, had possible old 
biliary disease. There had been repeated attacks of sub- 
sternal pain over a period of 6 months. Coronary occlu- 
sion was suspected but not proved. There was a fall in 
blood pressure. Patchy consolidation of both lungs was 
observed. Four weeks before operation tenderness devel- 
oped over the right femoral vein at the groin, without 
edema, Later there was a positive dorsiflexion sign, but 
no cyanosis. A right-sided process as high as the inguinal 
ligament was suspected. 

_,, Operation consisted of section of the right common 
iliac vein. There were no further attacks, Function of the 
right leg was excellent. There was subsequent develop- 
ment of acute cholecystitis and stone in the common duct. 
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Case 3. C.W.Y., a 53-year-old woman, had previously 
been well. Repeated attacks of breathlessness and faint- 
ness had occurred over a period of 3 months, without 
pain. Examination of the thorax (by x-ray) and legs 
was negative until 4 days before the first operation, when 
the left foot became faintly cyanotic on standing. Dur- 
ing the following days, further serious attacks of breath- 
lessness and faintness occurred. The dorsiflexion sign in 
the left leg became positive. There was no edema. By 
x-ray, there was considerable pulmonary infarction of the 
right lung. The diagnosis was repeated pulmonary em- 
bolism from a quiet process in the left leg. 

The first operation was section of the left superficial 
femoral vein. No thrombus was found at this level. In- 
creasing dyspnea and signs of thrombosis in the right leg 
during the next few days led to division of the right 
superficial femoral vein, and again no thrombus was 
found. During the next 2 weeks, rising venous pressure 
and a wide shadow of the superior vena cava shown by 
X-ray examination warned that the pulmonary artery was 
obstructed. Cor pulmonale developed. The patient was 
heparinized for several days before her death. 

Post-mortem examination showed the pulmonary artery 
and its branches to be loaded with emboli of varying 
sizes and ages. From the profunda femoris of each leg 
a healed thrombus projected into the common femoral 
vein. The last emboli might well have come from this 


source, 


Case 4. W.W., a vigorous 34-year-old-man, had a bad 
family background of thrombosis and embolism. During 
the past year, three episodes of pleuritic pain and bloody 
sputum had occurred. X-ray examination revealed several 
pulmonary infarcts. The right leg, otherwise negative, 
gave a positive dorsiflexion sign. A venogram excited a 
rapid spread of the thrombosis. 

Operation consisted of division of the right superficial 
femoral vein. No thrombus was found at this level. 
The patient was heparinized. Following withdrawal of 
the heparin, thrombosis in the calf again became ag- 
gravated. There was recovery with excellent function of 
the leg. No further embolism occurred, but 16 months 
later there were signs of thrombosis in the opposite leg. 


Case 5. C.A.G., a 55-year-old man, had a doubtful 
history of a superficial thrombosis 15 years previously. 
The first episode, 2 months previously, consisted of a fugi- 
tive lameness in the left calf, followed by an unexplained 
cough. Later, there were several attacks of cough and 
dyspnea and finally hemoptysis. A positive dorsiflexion 
sign was noted in the right leg. There was no swelling 
or cyanosis. 

Operation consisted of division of the right superficial 
femoral vein, but no thrombus was found at this level. 
There was recovery with excellent function and no fur- 


ther embolism. 


Cast 6. H.M.B., a 49-year-old man, had had two epi- 
sodes of violent substernal pain on successive days 3 weeks 
previously, with dyspnea and cough. There was throm- 
bosis in a varicose vein of the right leg, associated with 
cyanosis and slight swelling of the whole right leg, and 
indicating thrombosis as high as the inguinal ligament. 

Operation consisted of division of the right common 
iliac vein, no thrombosis being found at this level. There 
was recovery with excellent function and no further em- 


bolism. 
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Case 7. T.A.W., a 55-year-old man, was suffering 
from a moderate arteriosclerotic deficiency. Three years 
previously he had experienced a supposed coronary occlu- 
sion, from which he had made a good recovery. One 
week before operation there was sharp pleural pain on 
the left side. X-ray examination revealed a pulmonary 
infarct. There was a positive dorsiflexion sign in the 
right leg, but no cyanosis or edema. 

Operation consisted of division of the right superficial 
femoral vein and periarterial sympathectomy. No throm- 
bus was found at this level. There was recovery with 
excellent function and no further embolism. 


Case 8 R.E.F., a 47-year-old man, had suffered 
pleural pain and hemoptysis 10 years previously, following 
pain in the left calf with local swelling. He was thought 
to have tuberculosis. Five years previously a superficial 
wandering phlebitis was cured by high section of the 
saphenous vein. Over the last few years there had been 
recurring pain and lameness in the left calf. The patient 
had had a recent attack of pain, soreness and slight cya- 
nosis of toes, lasting for 10 days. There was a positive 
dorsiflexion sign. No tenderness was found over the 
femoral vessels. 

Operation consisted of section of the superficial femoral 
vein. No thrombus was found at this level, but a 
feeble flow of blood suggested thrombosis just below it. 
There was good recovery with excellent function. 


Case 9, F.B., a 57-year-old man, had previously been 
well. Two months previously hemoptysis occurred with- 
out warning One month later the left ankle was found 
to be swollen, the leg lame, and the calf tender. Con- 
servative treatment was followed by recurrence of local 
signs. 

Operation consisted of section of the superficial femoral 
vein. There was good recovery with some cyanosis of the 
lower leg. No further embolism occurred. 


Case 10 (previously reported*). H.L., a 55-year-old 
man, gave an early history of mild rheumatic fever. On 
the day that he noticed swelling and discomfort of the 
right lower leg, he was in a minor automobile collision. 
From that moment until his death 6 days later, he was 
short of breath and decidedly cyanotic. The right leg 
below the knee was moderately swollen, but local swell- 
ing as well as general cyanosis improved up to the 
moment of his death. 

Post-mortem examination revealed a 30-cm. embolus 
that had been floating in the pulmonary artery until 
beginning organization and fixation had finally obstructed 
the vessel. Embolism must have occurred at the moment 
of the automobile collision. The source of embolisra 
was a diffuse, deep thrombosis in the deep veins of the 
calf. There was a similar process in the veins among 
the thigh muscles. 


Casz 1]. E.D., a 63-year-old woman, had had a su- 
perficial thrombosis in the veins of the thigh for 3 weeks. 
There were sudden breathlessness, faintness and collapse 
at the end of this time. Three days later, the legs were 
negative for all signs of thrombosis, except for a tender 
mass in the left groin, which was proved at operation to 
be a canalized fresh thrombus at the root of the great 
saphenous vein. A propagating thrombus had probably 
broken off in the femoral vein. 

Operation consisted of section of the great saphenous 
vein. There was recovery with no further embolism. 
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Among the 11 idiopathic cases, there were 9 
men, and in the whole group of 17, only 3 women 
yet when women were affected, the result ens 
always serious. 

The ages of the combined groups ran from 
twenty-eight to sixty-three. Only 3 of the idio. 
pathic group were under fifty and the 2 patients 
who died of embolism were, respectively, fifty- 
three and fifty-five. In the secondary group, the 
1 patient who died of embolism was fifty-three. 
In this same group, a man of twenty-eight de. 
veloped a thrombosis as a result of whooping 
cough and suffered a pulmonary infarction, but 
he had attempted to cure his disease by playing 
squash rackets. 

Multiple embolism occurred six times in the idio- 
pathic group. There seems to be no rule as to the 
seriousness of the individual episodes. In 1 case, 
after many small embolisms, spread out over three 
months, had left no trace in the lungs by x-ray 
examination, an accumulation of many fragments, 
coming from both lower legs and perhaps from 
the veins of both thighs, finally, in spite of divi- 
sion of the femoral vein, plugged the pulmonary 
arteries, with a fatal result. With one notable 
exception (Case 1), in the other 5 cases of mul- 
tiple embolism there was little damage, and all 
patients recovered after vein division. One single 
embolism was fatal. Small and rather harmless 
single embolism occurred 3 times. 

In the supplementary group, multiple embo- 
lism occurred four times. In 3 such cases, all of 
thrombosis following an old femoroiliac thrombo- 
phlebitis, vein division was followed by recov- 
ery. The fourth, an obscure case in which infarc- 
tion followed an acute enteritis, was subjected to 
heparinization without operation, and the pa- 
tient died of pulmonary embolism. In the fifth 
and sixth cases, infarction was small and unim- 
portant. 

As between cardiac and strictly pulmonary 
symptoms, it would seem that when an embolus 
causes a true anatomic, pulmonary infarct, a pleu- 
ritic type of pain usually results. Then there is 
little suggestion of angina or a coronary occlu- 
sion. But emboli do not necessarily obstruct either 
large or small pulmonary vessels, at least in the 
sense that they create a bloodless, airless pulmo- 
nary area visible on roentgenography, and so they 
are apt to cause substernal agonizing pain, of 
fainting, or breathlessness, or some combination 0 
these symptoms. Cough and expectoration of 
blood may occur after any initial symptom o 
without any earlier symptom. 

The electrocardiogram is helpful to the cardiolo- 
gist. In pulmonary embolism, appearances char- 
acteristic of coronary conclusion are absent. 


A 
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normal electrocardiogram is, of course, ¢ silat 
with pulmonary embolism, but serious obstruction 
to the pulmonary circulation by emboli, causing 
embarrassment to the right side of the heart — 
that is, cor pulmonale — gives characteristic signs. 
It is necessary in that case to be sure that the em- 
boli have not arisen in the right heart itself. 


X-ray study is remarkably helpful in making a 
positive diagnosis of pulmonary infarction. Yet a 
clear lung field is consistent with serious and re- 
peated embolism. 

Failure of even massive emboli to cause death 
for many days, or even for weeks and months, has 
appeared twice in the idiopathic series. In one 
case,* that of a man of fifty-three, slight cyanosis 
and breathlessness were initial symptoms. During 
the following six days, recovery seemed to be tak- 
ing place, but at the end of this time a typical 
embolic death occurred. Autopsy showed a part- 
ly organized embolus, a foot long, floating in the 
pulmonary artery, which it had finally obstructed. 
In another case a woman of fifty-three, after re- 
peated embolism for three months and an unsuc- 
cessful bilateral division of the femoral vein, finally 
died. For most of the last weeks of her life, she 
had been breathless. Cor pulmonale was evident, 
but the lung fields, as previously told, for a long 
time, were clear. Autopsy showed quantities of 
organized thrombi fixed in the pulmonary arteries. 
Here again, full obstruction was greatly delayed. 

The effectiveness of vein division. Among the 
11 idiopathic cases, division of the femoral, external 
iliac or common iliac vein was practiced in 10 
patients. In the eleventh, as is related in the pro- 
tocols, the patient’s cyanosis gave rise to a sus- 
picion of some cardiac disorder, and operation was 
hot attempted. This was fortunate; for the great 
embolus was already in the pulmonary artery. 

In 1 of the 10 cases subjected to operation, as 
already told, many emboli had already entered 
the pulmonary artery before operation was under- 
taken. Then the superficial femoral veins of both 
legs were successively divided and, there being no 
thrombus in the femoral, distal to the profunda, 
there seemed no need of interrupting the vein at 
a higher level. However, as the subsequent au- 
topsy showed, a thrombus, starting in the profunda, 


1 
d« = . . 
had already entered each common femoral vein or 


subsequently did so. Therefore, when embolism 
is of long st inding and perhaps when thrombosis 
s thought to have been going on for weeks or 
months, the vein certainly ought to be divided 
Proximal to the profunda or even higher. The 
point will presently be discussed. In any event, 
among the 11 cases, this was the only one, curable 


1 in ot 3 
the previous paper. 


PULMONARY EMBOLISM — HOMANS 


313 


perhaps by surgery, in which death occurred and 
further embolism was not prevented. 


In the secondary group, all the patients subjected 
to surgery recovered. One patient, treated by 
heparin alone, died. - 

The level of vein division. In the usual case, 
when one or more episodes of embolism have oc- 
curred and local signs point to thrombosis in one 
leg, it is sufficient to divide the superficial femoral 
vein. As this is done, an examination should be 
made to detect thrombosis at the level of division. 
If no thrombus is present below the profunda or 
at the level of the profunda, division of the super- 
ficial femoral is satisfactory. One is also led to be 
satisfied with this procedure because it disturbs the 
venous return very little; whereas, if the common 
femoral vein is divided, proximal to the profunda, 
serious congestion and swelling often follow, espe- 
cially if no old thrombophlebitis has preceded, 
building up a collateral venous pathway. 


There are two possible sources of accident in 
case of division of the superficial femoral vein in 
the leg showing clinical signs of thrombosis: a 
separate deep thrombosis in the thigh, already 
present or to occur later, may give rise to future 
embolism; there may be a separate, silent throm- 
bosis in the opposite leg. 

In respect to the first of these accidents, Fryk- 
holm® has shown that an independent thrombosis 
not at all rarely starts in the deep muscular veins 
of the thigh, whence it enters the common femoral 
by way of the great profunda branches. How of- 
ten this complicates a deep thrombosis originat- 
ing in the lower leg is not known, for when one 
finds a thrombosed, partly obstructed profunda in 
exploring thrombosis of the superficial and deep 
femoral veins, there is no saying whether throm- 
bosis has started independently in the profunda 
or whether a retrograde thrombosis has backed up 
into it. I am inclined to think, therefore, that in 
old thrombotic processes attended by embolism, 
one should always divide the common femoral 
vein above the profunda or go even higher. This 
latter procedure I shall presently discuss. 

In respect to the second possibility — namely, 
that the second leg is ‘involved — this is anyone’s 
guess. I have not as a routine explored the femoral 
vein of the second leg when that leg shows no 
sign of disease and when the evidence for throm- 
Losis in the leg already subjected to operation is 
good. Nevertheless, a silent process in the second 
leg may actually be the source of embolism at the 
time the first is subjected to operation. For exam- 
ple, if embolism is still taking place when the first 
leg is already considerably swollen as a result of 
a process now becoming obstructive in the veins 
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of the groin and pelvis, this really exonerates the 
swollen leg; for embolism seldom occurs from 
an obstructive thrombosis or thrombophlebitis. 
Therefore, the place to look for the present source 
of embolism is the second, or innocent-appearing, 
leg. This perhaps is the time to use venography. 
But I should be perfectly willing to explore and di- 
vide the superficial femoral vein of the second leg 
without venography under the conditions just 
outlined. 

Division of the common or external iliac vein. 
This procedure has been carried out eight times 
in the combined series. The right common iliac 
vein has been divided six times, the left common 
iliac and the left external iliac each once. I pro- 
pose, in a subsequent publication, to make a spe- 
cial study of these operations. It is enough to say 
of them here that: division of the common iliac 
is the operation of choice in processes of consider- 
able age when thrombosis is believed to have 
occupied, without altogether obstructing, the com- 
mon femoral vein; division of the common iliac 
in particular offers a better collateral venous re- 
turn than division of the common femoral; divi- 
sion of an iliac vein is not much harder to perform 
than is division of the common femoral, since 
it can be carried out extraperitoneally; and the 
higher division gives the patient and surgeon 
an assurance of safety, lacking in even a common 
femoral division, since, almost invariably, the 
thrombosis has not mounted to the level of opera- 
tion. The above is especially applicable to right- 
sided processes, for not only do these tend to 
mount less high than left-sided ones, but the right 
common iliac vein lies lateral to the artery and is 
easily accessible by an .extraperitoneal approach. 
As for the left-sided thromboses, I have been in 
considerable doubt as to the advantage offered by 
interruption of the common iliac vein. However, 
experience has assured me that when a compara- 
tively old process is already present at the groin, 
the operation is decidedly worth while. In the 
first place, one can usually divide or ligate the 
left common iliac vein proximal to the thrombus; 
and in the second, although the vein lies median 
to the artery and rather over the edge of the pelvis, 
it is still reasonably accessible by the extraperito- 
neal operative approach. The chief difficulty that 
I have encountered lies in dealing with a friable 
vein that has been the seat of an old inflammatory 
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thrombophlebitis. Adherent and easily torn, its 
deep situation makes its isolation a delicate mat- 
ter. Doubtless further experience will throw light 
on such problems. ‘. 


SUMMARY 


An account has been given of 11 cases of quiet 
thrombosis in the lower limb causing pulmonary 
embolism in ambulatory patients. With these 
cases are discussed 6 others of similar character 
but in which an old thrombophlebitis, an injury 
or an illness had preceded the thrombosis. 

Consideration of all these cases shows that since 
pulmonary infarction and embolism often simulate 
cardiac and pulmonary disease, in ambulatory 
patients otherwise well, they must be considered 
in the differential diagnosis of many acute and 
recurrent thoracic disorders. 

It may reasonably be concluded from this short 
series of cases that: repeated embolism, associated 
with quiet thrombosis, is not rare; the danger- 
ous or fatal quality of any one process is unpre- 
dictable; operative treatment, to secure interrup- 
tion of the thrombosed vein proximal to the source 
of embolism, is always indicated; conservative 
treatment, even if not followed by further embo- 
lism, is unlikely to prevent continuance or recur- 
rence of the thrombosis; and the use of heparin 
does not protect against repeated embolism and a 
fatal outcome. 
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HEALTH EXAMINATION — GALLAGHER 


THE HEALTH EXAMINATION OF ADOLESCENTS* 


J. Roswett Gauiacuer, M.D.t+ 


ANDOVER, MASSACHUSETTS 


URING recent years there has been an ever- 

increasing interest in health examinations, but 
most of the emphasis has been put on the care of 
infants, children at the grade-school level, college 
students, and adults who have reached the age 
when the disorders of senescence may be expected 
to develop. School health examinations are usual- 
ly confined to a limited inspection of children in 
the primary grades; it is unusual, except in a few 
preparatory schools, to find adequate health ex- 
aminations given to students at the high-school 
level. This relative neglect of the adolescent Le- 
comes more serious because of the unfortunate 
division of responsibility for his care that now 
exists between the pediatrician and the physician 
who ordinarily cares for adults: over a period of 
a few years during which physiologic and psycho- 
logic changes are at their height, the adolescent 
does not have either the advantage of a school 
health examination or the specigl attention of a 
physician whose primary interests and training 
are immediately concerned with the peculiarities 
of adolescence. 

Another reason for the widespread neglect of 
health examinations in the adolescent group is 
the apparent health of most of these persons: their 
appearance seems to have led many to believe 
that a careful health examination will be fruitless. 
t seems obvious that, apart from the educational 
value of the annual health examination,” it is also 
valuable because it both permits the discovery 
and correction of any defects that interfere with 
optimal function and provides an opportunity of 
making the subjects cognizant of any irremedia- 
ble conditions that might subsequently exclude 
them from certain civil or military careers. 

The importance of such examinations can be 
readily appreciated by the study of the findings now 
being made by those who have examined young 
draftees, and this report, which concerns the find- 
ings at the health examination of 910 preparatory- 
school boys of the thirteenth-to-eighteenth-year age 
Soup, appears to furnish further evidence of the 
value of such a procedure. It should be remem- 
bered that the data are obtained from members of 
an economically privileged group, and that conse- 
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lower than those that a survey of the general pop- 
ulation would supply. In addition to a discussion 
of the findings at the health examination, a note 
concerning functional physical fitness is included: 
it seems desirable to include an estimation of the 
ability of each subject to perform and to recover 
from brief exhausting work in any thorough ex- 
amination, and to avoid the error of basing one’s 
estimate of fitness only on observations made when 
the subject is at rest. 


METHOD oF EXAMINATION 


Each year about 725 students are examined; 
about 250 of these have entered the institution for 
the first time and are given their initial examina- 
tion. It has been found possible to examine about 
50 of these students in a period of four hours and 
a half; an attempt is made to schedule twice as 
many boys who have been examined on previous 
years as new students. A student is first given 
his examination sheet, his name and age are re- 
corded, and he is sent to a trained technician for 
an eye examination. At this examination his vi- 
sion with and without glasses, his vision through 
a + 1.50 lens and his muscle balance at both near 
and distant vision are determined and recorded on 
the examination sheet. The technic used is sim- 
ilar to that recently. described by Sloane.* A nurse 
experienced in the use of a II-A audiometer tests 
the hearing of each new student and of all others 
known to have had ear disease or impairment of 
hearing in the past. Recently it has been difficult 
to obtain dental assistance, but when possible bite- 
wing X-ray examination and a manual examina- 
tion are included as the next procedure. The stu- 
dent then disrobes and goes to an assistant who 
records his weight, height and color vision. He 
next goes to a physician who inspects his skin, 
nose and throat and examines his heart, lungs, ab- 
domen and extremities in the conventional man- 
ner and sees that a urine specimen is collected. 
Following this examination the student brings his 
record, on which considerable data have been re- 
corded, to another physician, who reviews all the 
facts, examines the reports that have come from 
parents and family physician, and checks any 
abnormal findings. In addition, he asks a few 
questions concerning past health, habits, interests 
and social relations that are designed to bring 
out attitudes and personality traits indicating pres- 
ent or future psychologic difficulties. Valuable 
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suggestions regarding such an appraisal can be Such a health examination as outlined above js 
obtained from a recent report of the Grant Study.” time consuming and relatively expensive and 
After this conference the student receives a lung should not be continued unless its results Justify 
x-ray examination and any other x-ray or blood the expenditure. In Table 1 are listed findings 
studies that are necessary. It is possible for two made at the health examination of 910 boys. 

physicians to examine in a relatively thorough = The importance of the relation of weight to 
manner a large group of students within a short health can be overemphasized, but it is certainly 
time, because many of the details of the examina- advisable to follow the weight trend of those sty- 
tion are handled by trained assistants. It is found dents who are obviously too thin or too fat, As. 
necessary to have a small number of students re- signment to either of these groups is made on the 
turn for a more thorough investigation of some basis of general appearance and not on the devia- 
disorders: students requiring determinations of tion from standards given in height-weight-age 


Taste 1. Summary of Findings at the Health Examination of 910 Boys Ranging from 13 to 19 Years of Age. 








No. oF PER No. of > 

FINDING SuByects CENT FINDING Susyects bia 
Overweight 57 6.3 Duodenal ulcer l 1 
Underweight 54 5.9 Fibroma of properitoneal tissues 1 ] 
Visual defects: Hydrocele 2 2 
Color vision deficient 5.3 Varicosities of abdomen 1 mI 
Vision with glasses, one or both eyes: Undescended testes: 

20/30 9 One 


~ 


20/40 or less i 
Vision with no glasses, one or both eyes: Posture defects: 
20/30 x Severe 
20/40 or less Moderate 
Hypermetropia with no glasses : Slight . 
PD ccucdaacww@eddes atlas kekneue ers : Recurrent shoulder dislocation 
Dental defects (based on the examination of Lower-back strain “es 
354 boys): Muscular atrophy (after injury)... 
Caries: Flail ankle and knee (poliomyelitis) 
Attention urgently needed Cavus foot (poliomyelitis) 
Attention needed Pott's disease 
Orthodontia needed Impacted bullet (femur) 
Tonsillectomy advised Cervical rib 
Adenoidectomy advised Hammer toe : : 
Marked deviation of nasal septum Unreduced elbow dislocation 
Chronic severe allergic rhinitis Osteochondritis dissecans 
Nose fracture with obstruction Osteoma: 
Deformity of nasal septum and ear 
Dislocation of nose (anterior quadrilateral car- 
tilage) 
Perforation of eardrum 
Auditory defects: 
Loss of 20 d.b. or more (high tones only).. 
Loss of 20 d.b. or more (all tones) 
Asthma 
Hay fever 
History of intimate contact with tuberculosis... 
Positive tuberculin test (0.01 mg. O. T.) 
(680 boys tested) 
Definite history of rheumatic fever 
Rheumatic heart disease 
Congenital heart disease 
Dextrocardia 
Hypertension: 
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Cyst of femur 
Epidermophytosis (moderate or severe) 
BORER vs ctiesnscvcucveonesesoneoses Ducwvnedss 
Pityriasis 
Fibroma of posterior skull 
Impetigo 
Acne: 
Severe 
Mild 
Pigmented mole 
Pilonidal sinus 
Albuminuria: 
Transient 
Orthostatic 
Diabetes 
Endocrine disorder 
Personality disorder: 
Moderate 21 
; Slight 40 
Acute mononucleosis Speech defect (stuttering): 
Etiology unknown Severe 5 


Inguinal hernia i Moderate 10 
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Enlarged spleen: 





the basal metabolic rate are asked to spend the tables; individual students because of their con- 
night before the test at the infirmary; those with  stitutional type and heredity and endocrine pecul- 
albuminuria are also asked to return so that urine _ jarities vary tremendously in rate and type of de- 
specimens may be obtained before arising; those velopment, and it seems to be most satisfactory to 
with orthopedic defects or disorders of the ear, assess these persons by observation rather than 
nose or throat are re-examined as groups by vis- by means of a chart. Those boys whose weight is 
iting specialists; and those failing the vision tests considered abnormal are given a few suggestions 
are referred to a competent specialist for a more and their weight is rechecked at appropriate in- 
thorough examination. tervals. Twelve per cent of the student body 
showed sufficient variations in weight so that their 
condition justified some further attention. 

Any medical procedure that becomes routine Boys with a deficiency in color perception (53 
should be subjected occasionally to critical analysis. per cent of the group reported here) are told of the 
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presence of this condition and advised that it may 
“ycude them from certain careers. The testing 
of visual acuity is most important: 1.9 per cent of 
the group were found to have no better than 
20/40 vision in one or both eyes and yet did not 
have glasses; many of those who did have glasses 
had a corrected vision of only 20/40 or less, which 
in many cases could and should have been more 
adequately corrected. Many with hypermetropia 
or marked heterophoria were referred for a more 
thorough examination, and all those who had defi- 
nite symptoms of eyestrain were referred to a 
specialist regardless of the findings at the time of 
the vision test. 

The importance of including a careful survey 
of the teeth in any health examination needs little 
comment; that 18 per cent of a group of 354 stu- 
dents needed dental care urgently, and that many 
others had conditions requiring attention is fur- 
ther evidence of the need for paying special at- 
tention to the teeth of members of this age 
group regardless of their economic background. 
A more detailed report of these findings has been 
published elsewhere.® 

Tonsillectomy is advised only either when ob- 
viously diseased tonsils are present or when mod- 
erately diseased tonsils are present and there is a 
history of frequent infection of the upper re- 
spiratory tract or rheumatic fever. In this group 


about 80 per cent had previously had a tonsillec- 


tomy. A small number of nasal deformities that 
should have been corrected were found; because 
of the age group, the number of septum opera- 
tions advised was small. 

The percentage of boys with severe asthma or 
hay fever was high. Many are urged to attempt 
to determine the value of desensitization proce- 
dures while the facilities of a school health serv- 
ice are available, 

The testing of hearing, like that of vision, is 
particularly important among students. A list of 
boys with impaired hearing is sent to the school 
administration so that proper seating in classrooms 
can be provided; 1.7 per cent were found to have 
a considerable diminution of hearing. 


The percentage of students having rheumatic 
heart disease was small; every effort is made to 
have these boys maintain an objective attitude 
toward their condition, and restrictions are lifted 
rather than imposed. All those whe have had 
theumatic fever are urged to report at the onset 
of any infection of the upper respiratory tract, 
and an attempt is made to have all those who 
have theumatic heart disease take part in ath- 
letics just as do all other members of the student 
body, 

Definite hypertension is unusual in this age 
group. Those unaccustomed to medical exam- 
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inations are often apprehensive, and may be found 
to have an abnormal blood pressure, but a per- 
sistent hypertension in a relaxed adolescent is 
certainly rare, and should be carefully investi- 
gated before one decides that it does not rest on an 
emotional basis. 

Lung x-ray studies of members of this group 
revealed little disease but because they can be 
compared to subsequent films taken when disease 
is suspected, they may be of great value. Occa- 
sionally such findings as dextrocardia, cervical rib, 
small areas of pneumothorax or even extensive 
healed miliary tuberculosis were noted. Five 
members of a special survey group of 680 stu- 
dents were found to have the combination of a 
negative tuberculin test, pulmonary calcification 
and a positive skin reaction to coccidioidin.’ 
Twenty-six per cent of this group were found to 
be positive to 0.01 mg. of old tuberculin. 

Examination of the abdomen and genitalia re- 
veals only a small percentage of abnormalities, but 
the majority of these defects are important be- 
cause they can and should be corrected. It is 
usually desirable to correct an inguinal hernia 
when it is found at this age, and testes that have 
not descended by the time secondary sex charac- 
teristics have developed are best treated by sur- 
gery; in younger boys hormone therapy is worthy 
of a trial. The finding of a benign fibroma in 
the abdomen is unusual, but again emphasizes 
what may be found when a reasonably careful ex- 
amination is made. 

A small number of orthopedic defects may be 
expected. Operative treatment for recurrent shoul- 
der dislocation is advised when the dislocation 
occurs frequently or when the student expects to 
enter such an institution as the United States Na- 
val Academy. Osteomas are. only rarely seen; 
surgical removal is advised if the area is exposed 
to frequent trauma. Many of the more severe 
postural defects can be considerably benefited by 
proper corrective procedures.® 

The importance of observing heavily pigmented 
moles and sometimes advising their removal is 
obvious. Acne is found more frequently in the 
more mature boys (about 88 per cent of the acne 
noted occurred in students who were classified as 
“mature”), and presents a real problem because 
of its psychologic implications, particularly for 
those whose adjustment is not satisfactory. The 
percentage of students who have a pilonidal sinus 
and who will subsequently develop a pilonidal ab- 
scess is problematical, but at present it is well for 
those who contemplate a career in aviation to 
know that such a condition is present. 

When albuminuria is found in the first urine 
specimen, several other specimens are collected; 
if albumin persists, an orthostatic test is done. Of 
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those with persistent albuminuria, almost all will 
be found to be free of albumin when an early 
morning specimen, collected before arising, is ex- 
amined. The insignificance of these findings has 
been commented on by Derow,® but the condition 
continues to be a source of difficulty whien applica- 
tion for life insurance or for admission to some 
institutions is made. The finding of glycosuria 
is very rare, but is certainly of sufficient impor- 
tance so that this test should never be omitted. 
In this group 1 such case, previously unrecog- 
nized, was found. 

A reasonable amount of experience with mem- 
bers of this age group and the utilization of a 
short series of well-selected questions enable one 
to detect the majority of those students who will 
have difficulty in adjusting to a boarding-school 
situation. It might be expected that few boys 
with personality disorders would seek admission 
to a secondary school of high standards where 
competition is keen. That about 6 per cent of 
this group appeared to lack the attributes necessary 
for a completely satisfactory adjustment indicates 
how desirable it is to attempt to estimate the sub- 
ject’s personality in any health examination. 

Abnormalities in speech are easily detected, and 
are always worthy of attention. Stuttering ob- 
viously interferes with a student’s scholastic efh- 
ciency and his proper adjustment; personal atten- 
tion and adequate therapy can be expected to im- 
prove speech as well as to bolster the stutterer’s 
morale. 

The observations made at this examination do 
not permit a complete answer to the question of 
the student’s fitness and do not give all the data 
by which one may answer his question, What 
condition am I in? It is desirable also to deter- 
mine his ability to perform and to recover from 
brief exhausting work; that is, to test the efficien- 
cy of his cardiovascular and respiratory response 
to exercise. A simple but relatively accurate 
method of testing this type of dynamic physical 
fitness in boys has recently been described2® A 
reasonable estimate may be obtained by utilizing 
the formula: 

Duration of exercise (seconds) X 100 





Fitness index = Sum of three pulse rates during the 
subsequent 4-minute rest period 


The exercise consists of stepping up to and down 
from a platform thirty times a minute; the usual 
duration is 4 minutes (240 seconds). 

Table 2 lists the distribution of scores obtained 
when such a test. is given, and indicates the wide 
range of dynamic physical fitness that obtains in 
such a group of boys, all of whom are apparently 
in good health. The desirability of obtaining this 
type of information before any student is given 
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an estimate of his condition is obvious: a crew 
captain may appear to be equally healthy and in 
equally good condition in June after three months 
of rowing and in September after two months of 
farming, but his dynamic fitness will be found to 
be very different at each of those times. So also 
the convalescent following the optimum per. 


Taste 2. Distribution of Physical Fitness Test Score: 
of 609 Boys Ranging in Age from 13 to 19 Years 











Score No. oF Cases P 


PeR CENT 
45 CE at ee ee 4 0.7 
ERA Re SE SEE 39 6.4 
DEE cnc cedddetaedsion’ 78 12.8 
C4 ..... WEES BRE 137 225 
A ee Anaad 171 28.) 
MER ee ee 106 17.4 
EE. co awn here owa ens wt 42 6.9 
600 ..... ick ie 25 4] 
SO" SE ROMS 7 1.2 
I a. Oi da oe Pu ds 609 





iod of recovery may appear to be just as healthy 
as ever, but his dynamic fitness will be low, and 
unless it is tested, one can hardly accurately esti- 
mate his fitness. 


SUMMARY 


A brief report of the findings made at the initial 
health examination of 910 boys in the thirteen-to- 
nineteen-year age group is given. 

The number of important and correctable de- 
fects made at such an examination even when the 
subjects come from an economically privileged 
group indicates the desirability of this sort of ex- 
amination for all adolescents. 


The importance of including an estimate of the 
functional fitness of a subject as well as observa- 
tions made on him at rest is suggested. 


I am indebted to Drs. Henry Clifford, Earle Glendy, 
Norman Boyer, Mitchell Gratwick, Gustav Kaufmann, 
George Van Gorder, George Tobey, John C. Brown and 
Albert E. Sloane for their help and advice in connection 
with health examinations made during the last few years. 
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RHEUMATOID ARTHRITIS — BAYLES, RICHARDSON AND HALL 


THE NUTRITIONAL BACKGROUND OF PATIENTS WITH 
RHEUMATOID ARTHRITIS* 


Turopore B. Bayies, M.D.,* Hore Ricnarpsont anv Francis C. Harr, M.D.§ 


BOSTON 


OR a number of years the medical profession 

has come to believe with increasing conviction 
that the health of normal people is determined 
considerably by the type of food they eat, and 
that this has been proved to be of specific impor- 
tance in certain diseases. A revolution is taking 
place in the practice of medicine at the present time 
because of this added information regarding nu- 
tritional requirements, and with more knowledge 
of objective evidences of deficiency states, patients 
are being found in clinics and offices whose symp- 
toms and signs point to these states as the cause of 
their difficulties. It is becoming a more routine 
procedure to look into the patient’s dietary his- 
tory, evaluating the absorption of his diet and es- 
timating his dietary requirements. 

It is natural that this knowledge should be ap- 
plied to chronic diseases of unknown etiology, and 
as the result of such studies, rickets, scurvy, beri- 
beri and pellagra are no longer considered infec- 
tions but are ranked as deficiency states. Per- 
nicious anemia is known to be due to lack of an 
absorbed food factor, and certain neurologic con- 
ditions are responding to vitamin therapy. Acute 
deficiency states have been more easily recognized 
than are chronic borderline ones, and the possi- 
bility that borderline deficiency over a long period 
of time can cause certain diseases of unknown 
etiology is being kept in mind. Recently, a thor- 
ough study of the vitamin B complex therapy and 
the life history of cirrhosis of the liver has sug- 
gested that this disease of unknown etiology may 
be added to the list of diseases due to an incom- 
plete diet.! 

Students of arthritis have not been slow in con- 
sidering the possibility that food deficiency plays 
a role in the types of this disease whore etiology 
is unknown, but at the present time there is no 
proof that a lack of any specific food is a causa- 
tive factor. The present belief that rheumatoid 
arthritis is of infectious etiology has led many 
to conclude that the evidences of a food-deficiency 
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state that are often found are secondary to the 
disease. Indeed, this type of study was prompted 
by finding the red, smooth tongue and _ skin 
changes of vitamin B complex deficiency in a large 
number of patients with rheumatoid arthritis. In 
any event, work* * has been’ done that shows that 
these patients commonly have a deficiency in cer- 
tain dietary elements. An increasing number of 
physicians’ believe that this food-deficiency state 
should be treated with a well-rounded and ade- 
quate diet, and that when it is so treated the gen- 
eral health of the patient usually improves, and 
at times coincidentally the disease itself. 

Investigations of the diet of patients with rheu- 
matoid arthritis have been numerous and reveal- 
ing.“ '* On the whole, they have established the 
fact that many of the food elements important in 
a well-balanced diet are lacking, but they have 
failed in most cases to evaluate the dietary history 
of the patient at the period in his life previous to 
the onset of disease. One of us (F. C. H.°) at- 
tempted this some years ago, but he failed to pay 
sufficient attention to the patient’s absorption of 
food or to his apparent requirements for cer- 
tain food factors. In some patients severe dieting 
for obesity, chronic hyperperistalsis and “burn- 
ing the candle at both ends” have been conspicuous 
in the histories just prior to the onset of the ar- 
thritis. A high-carbohydrate diet with evidence 
in the stools of starch indigestion has been observed 
in patients with rheumatoid arthritis.“* Our re- 
cent observations appeared to show that 37 per cent 
of 40 patients with this type of arthritis had border- 
line or deficient diets prior to the onset of the dis- 
ease. With recognition of the presence of food- 
deficiency states, further study of their nutritional 
histories seemed important. 

The remarks by Castle and Minot'* on the 
dietary history in anemia are applicable in this 
study of the dietary antecedents of rheumatoid 
arthritis. They say: 

It is important to emphasize to the patient that it is 

a description of the diet anteceding the present illness 

by months or years that is wanted, and that it is what 

the patient himself eats, not the family as a whole, 
which is the essential information. A detailed state- 
ment of the food taken at each meal in the day, 
together with a statement of the number of times 
per day, week or month that the articles mentioned 


are eaten, and approximately what amounts, is a time- 
consuming but necessary feature of the diet history. 
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This has been our purpose in this paper. We have 
tried to evaluate and measure accurately the diet- 
ary background of our patients for the year before 
onset of their rheumatoid arthritis. 


MATERIAL AND METHODs 


Fifty-three patients with rheumatoid arthritis on 
the charity wards of the Robert Breck Brigham 
Hospital were interviewed and questioned con- 
cerning their dietary history by the method out- 
lined below. The diagnosis of rheumatoid ar- 
thritis was confirmed in each case by clinical, 

. € 4. 
roentgenographic and laboratory studies. Of these 
histories, those of 22 patients were discarded be- 
cause of language difficulty, obvious memory faults 
and failure of the history to withstand rigorous 
cross-checking, leaving 31 cases for dietary analy- 
sis. Some of these patients showed evidence of 
avitaminosis on the skin or tongue. 


Since our attempt was being made to evaluate 
the dietary history for the year before the onset of 
rheumatoid arthritis, the first questions were de- 
signed to date and describe the first symptoms that 
related to the disease process. The actual date of 
onset was set arbitrarily as the time that the pa- 
tient noticed actual joint swelling. This determi- 
nation was more difficult in the patients with the 
Striimpell-Marie variety of rheumatoid arthritis 
than in the others, but here steady pain or stiff- 
ness of the back was used as the criterion. 


When the history of the year before onset had 
been obtained, brief descriptions of infections, op- 
erations, pregnancies and hyperthyroid states were 
elicited. Since these conditions definitely increase 
the calorie and vitamin requirement, their tem- 
poral relation to the year before onset must be 
known. Further questioning revealed factors that 
probably affected the total calorie and vitamin re- 
quirement. These questions concerned occupa- 
tion, past and present, working and _ sleeping 
hours, duration of hours of relaxation and the way 
in which these hours had been spent. It was 
thought that the patient’s race, birthplace, resi- 
dence, marital, social and economic states and 
eating habits — whether he ate at home or in res- 
taurants alone or with his family —all had some 
bearing on the total intake and requirement. Sim- 
ple questions designed to reveal concious or un- 
conscious emotional strain and fatigue were asked. 
The total requirement before onset was evalu- 
ated on the basis of the answers to the above 
questions and of the age, height and weight at the 
time under consideration. This figure was given 
a percentile value, using 100 as normal. 


Absorption of the food substances in the diet 
was largely evaluated on the basis of number and 
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character of stools per day and the use of cathartic 
and enemas to produce increased peristalsis, 
The dietary history began with the meals oj 
childhood and ended with the food eaten on the 
day before admission. Special attention was given 
to information that might by similarity or contres: 
shed light on the dietary customs of the prearthrit- 
ic years. The intake of a hypothetical day during 
this period and also that during one or more dif. 
ferent periods were recorded. In every case the 
information about the most clearly remembered 
time was checked and amplified by a detailed ac. 
count of the estimated quantities of each of the 
fifty foods and beverages on a selected list that 
might be consumed in an average week. Special 
diets, prescribed or self-imposed, were listed and 
sometimes computed. The differences and similar- 
ities between the various periods were constantly 
stressed. . 


It was assumed that one seventh of an average 
week’s intake should approximate, quantitatively 
and qualitatively, the corresponding typical day's 
intake. When this did not occur, the patient's 
accuracy was doubted. (In order to obtain a more 
logical picture the information about correspond- 
ing days and weeks was sought in separate inter- 
views.) The history was considered inaccurate if 
the results of the computation of the diet seemed 
to disagree with the impression given by the pa- 
tient, or if any of the figures for the two periods 
or for any period were too bizarre to be probable 
under the given circumstances. This rigorous 
cross-checking eliminated the majority of histories 
that were discarded. 


The patient was asked to describe his appetite 
at different times by a single adjective. Brief in- 
quiries into symptoms of allergy and indigestion 
were made. Prominent likes and dislikes of food 
were noted. Spontaneous comments on any of 
these topics were encouraged, as were comparisons 
of the patient’s food habits with those of other peo- 
ple. Indications of strong feelings or parental atti- 
tudes on questions of diet were indirectly sought 
and noted. 


The relative quantities of food contained in 
home-cooked meals were described by the patients 
in terms of hospital-diet servings, whereas restau- 
rants were assumed to provide generally accepted 


averages. When several varieties of food were 
grouped under a single heading, such as “veget:- 
ble other than potato” or “cooked fruits,” the avail- 
able figures for those commonly used were aver- 
aged. Many similar compromises were made in ¢s- 
timating the food values of typical days, thus de- 
creasing the distortion possible from the chance 
inclusion of some single high-vitamin food. 
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The composition and caloric content of the diets 
were estimated from charts giving data on the 
i i f ked food.* The fi S 
edible portion of uncooked food. e figure 
used for calcium, iron, thiamine, riboflavin and 
vitamin A were also estimated from values for un- 


Ficure 1. 
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thritic history seem to demand consideration. Such 
factors as trauma, infection, exposure, operations, 
increased activity, loss of weight, loss of appetite 
and increased nervousness did not appear to pre- 
cede the arthritis in more than a small percentage 


Summary of Data. 











Pro- 
TEIN 


CARBO- 
HYDRATE 


ENERGY 


yr. ; gm. 


Rheumatoid arthritis 
18 
61 
19 
13 
18 
29 
31 
29 
53 
14 
16 
28 


223 
156 
287 
365 
364 
161 
161 
176 
196 
265 
237 
151 
156 
300 
200 
219 
39 419 
34 321 
54 M 7 180 
47 M 362 
30 M 3 417 
48 M 322 
32 M 215 
52 M 426 
50 M 470 
54 M 256 


58 
47 
33 


16 


ie ee Mee Me Me Be Me Me Be Be BeBe BeBe Be) 


Sirtimpell-Marie arthritis 
27 32 M 
28 26 M 
29 24 M 
30 21 M 
3] 15 M 


3626 
2547 
3410 
2960 
3484 


Families in North Atlantic cities* 


$1.25-1.87 2530 64 
$2.50-3.12 3320 88 


Recommended daily allowances for specific nutrientst 

Man (70 kg.) 2500 70 12 
4500 70 12 
2100 60 12 
3000 60 12 


Woman (56 kg.) 


*These figures show the nutritive values per nutrition-requirement 


unit — equivalent to 
weighing 154 pounds (70 kg.) —for diets of families at different 1936 price levels per person per week, 


THIA- To- 
MINE: TAL 
NONFAT Re- 
CALo- QUIRE- 
RIES MENT 


Diet 


int. units ratio % 


3 
? 
3 
% 


4695 
8865 
9193 
5463 
3223 
6649 
31648 
8804 
7742 
4005 
3390 
3056 
6445 
3025 
5508 
5100 
4737 
7876 
6444 
2715 
4622 
8280 
7585 
57375 
5295 
7878 


0.5 110 
0.9 100 
0.9 115 
100 
110 
105 
120 
120 
110 
100 
100 
110 
100 
115 
140 


Ssesrsesesersesersserrsceo 
DANDM@SWUYNNYDAAwDWWNHWD 


> 
a 


115 
115 
110 


125 
120 
100 


tt et et et tt OOOH OM HOOK OOK HK OO 
SHRWODSBROHWHADOURUSOAOCARUS ADD 
ee ee ee ee 


weeNiotheUUSosanoblooaios BUHNULLw 


2740 
6076 
8225 
6445 
6580 


5000 
5000 
5000 
5000 


allowance for «a moderately active man 
These averages refer to food brought 


the daily 


into the kitchen and take no account of the edible food waste or nutritive losses resulting from cooking.” 
iThese figures are taken from a table!’ that presents a tentative goal toward which to aim in planning good diets for normal people at different 


, f ve 1 - ; ; 
levels of age and physical activity. 


cooked foods, but deductions of 30 and 35 per cent, 
respectively, were made to allow for the thiamine 
lost in cooking vegetables and meats."® The vita- 
min C figures were taken from a table that in- 
cluded analyses of foods subjected to various 
Processes, such as storage, cooking and reheating.’® 
Other recognized sources were consulted in the 
few cases in which these did not yield the re- 
quired information. 


REsuLts 
; — | presents the quantitative data obtained 
in this study. Certain features of the general ar- 


The values refer to the amount of each factor to be eaten. 


of cases. On the other hand, 12 patients gave his- 
tories of skeletal or muscular pain that had per- 
sisted or recurred for one month to several years 
before the first joint swelling considered the actual 
onset of arthritis. Nine patients described 
changes in physical vigor that preceded the arthri- 
tis by one month to three years. Six patients 
thought there had been a one-year or two-year 
period of increased emotional strain before the 
onset. In 10 cases, changes in home, school or 
working conditions seemed to bear a temporal 
relation to these variously diagnosed symptoms. 
Of the 5 patients who had pregnancies within 
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three years before the onset of arthritis, 3 failed 
to recover their previously good health. Although 
8 patients said that they had been constipated for 
years or always, none thought that this had in- 
creased in the year before onset. It is interesting 
that none of this group complained of diarrhea — 
but they did use cathartics freely. 

In evaluating the factors in the diet, we have 
compared our findings with three sets of standards: 
first, when possible, with actual requirements as 
mentioned by various authors to be quoted; second, 
with the average American diet in North Atlantic 
cities'’; and third, with the recommendations of 
the National Research Council for an optimal 
diet.18 The results, evaluated by these three stand- 
ards, are as follows: 


Calories. The criterion for energy require- 
ment was met by maintenance of normal body 
weight. The 4 patients who lost weight were 
considered to have had too few calories. Three 
patients gained weight. The average intake 
was 2712 calories, with the wide range of 1378 
to 3758 calories. In their study of present-day 
diets in the United States, Stiebling and Coons 
found average daily caloric intakes of 2530 and 
3320 at different price levels among families in 
cities of the North Atlantic states. 

Protein. The average protein requirement of a 
70-kilogram man has been stated to be 44.4 gm. 
daily, and it is customary to allow from 10 to 
15 per cent of the total calories for protein.” The 
average daily protein intake in our series was 84 
gm., and single diets contained from 51 to 163 
gm., accounting for 10 to 17 per cent of the total 
calories. There was no intake below 44.4 gm. 
Four females had questionably low protein in- 
takes of less than 55 gm., but the general aver- 
age was higher than those of 64 and 88 gm. found 
by Stiebling and Coons.’ Nine females and 1 
male had less than the absolute quantity rec- 
ommended by the National Research Council,'* 
but none of these were inferior to this recommen- 
dation in their ratio of protein to total calories. 

Carbohydrate. A daily average of 286 gm. of 
carbohydrate, with a range of 151 to 476 gm., 
or 34 to 66 per cent of the total calories, was 
found in the diets. In only 6 of these did carbo- 
hydrates appear to have accounted for more 
than 50 per cent of the calories. This was an 
unexpected finding, since it is generally believed 
that patients with rheumatoid arthritis use a 
high-carbohydrate diet. 

Fats. The average daily fat intake was 112 gm.; 
with a range of 46 to 216 gm., or 24 to 53 per 
cent of the total calories. This was not very 
different from the average in the United States, 


where it is generally accepted that about one 
third of the food calories are taken in the form 
of fat.'® If anything, the intake was high in 
this respect, since 16 patients took over 40 per 
cent of their calories in the form of fat, 

Iron. The estimated iron need of the normal man 
or woman is 8 mg. daily."° Our patients had an 
average of 15 mg. (females 13.4 mg., males 175 
mg.), with a range of 8 to 26 mg. Three women, 
however, took les- than 10 mg. daily. One of these 
was sixteen years old and obviously should have 
had more iron. Stiebling and Coons" found 
average iron intakes of 11.3 and 15.4 mg, for 
two economic groups. Although all our patients 
apparently met their actual requirements, 7 
women had less than the National Research 
Council’s'® recommendation for their age group, 
Calcium. The normal requirement for adults 
is probably a little over one hundredth of the 
protein requirement, or approximately 0.45 gm. 
daily, whereas the present standard of adequacy 
for those who have not reached full skeletal 
growth is 1.0 gm.’* Our patients had diets con- 
taining 0.27 to 1.60 gm., with an average of 0,7 
gm. Twelve had less than one hundredth 
as much calcium as their protein requirement. 
An eighteen-year-old girl had less than one third 
of the standard amount thought needed during 
growth. Three other girls under twenty years 
of age had distinctly less than 1 gm. Three men 
with rheumatoid arthritis had 50 per cent of 
their estimated requirement, and 1 had only 36 
per cent. Three men with Striimpell-Marie ar- 
thritis had less than their requirement, 1 of 
them by over 50 per cent. However, this evi- 
dence of low calcium intake is also found in 
other American diets. Stiebling and Coons" 
found averages of 0.44 and 0.65 gm. in their two 
groups, and Sherman’ found a range of 0.24 to 
1.87 gm., with an average of 0.73 gm.,, in the 
one hundred and fifty families included in his 
study. The recommendations of the National Re- 
search Council'® were met by only 4 females 
and 2 males. 

Vitamin A. Computation of the vitamin A 
value gave results ranging from 2715 to 9193 in- 
ternational units, or much higher if vitamin 
supplements were included. Although vitamin 
A content cannot be judged with any precision, 
probably no patient had as little as 1750 inter- 
national units, which is the lowest requirement 
figure for a person weighing 70 kilograms. 

Stiebling and Coons’ suggested that the 2100 
and 3400 international units of vitamin A value 
given in the diets studied by them might be too 
low.17 Although the average of the diets in our 
group (omitting supplements) was around 
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international units, 7 females and 3 males had 
less than the amounts in the National Research 
Council’s'® table.* 

Thiamine. ‘The thiamine requirement may be 
stated in terms of the ration between micro- 
grams of thiamine and non-fat calories.” The 
average ratio necessary to protect against beri- 
beri is 0.3..° The thiamine nonfat calorie ratio 
in our patients averaged 0.8, ranging from 0.4 
to 15. The average thiamine intake was 1.0 
mg. and the range was from 0.4 to 2.4 mg. daily. 
Stiebling and Coons™ found averages of 340 and 
500 international units or 1.0 and 1.5 mg. (with 
no allowance for cooking losses) in the diets 
they studied. The National Research Council’® 
recommends more thiamine than was found in 
the diets of our patients with the exception of 4 
females and 2 males with rheumatoid arthritis; 
since, however, the allowances for thiamine are 
proportional to total calories, quantitative com- 
parisons with diets high in fat may be mislead- 
ing. 

Riboflavin. The minimum daily riboflavin re- 
quirement proposed for adults is 1.0 mg.2®> Our 
patients had from 0.9 to 2.7 mg., with an average 
of 1.7 mg. Eight patients, 6 of them females, 
had between 0.9 and 13 mg. Stiebling and 
Coons'’ found averages of 470 and 700 inter- 
national units (1.2 and 1.8 mg.). Although the 
average of riboflavin in our patients’ diets was 
apparently as good as or better than that in the 
average American diet, only 10 patients met 
the standards of the National Research Coun- 
cil.* Seven out of 8 male patients with rheu- 
matoid arthritis and 3 males with Striimpell- 
Marie arthritis had considerably less than this 
recommendation and it was met by only 7 fe- 
males. 

Vitamin C. The vitamin C requirement of 
adults is stated to be 1.0 mg. per 100 total food 
calories, or about 25 mg. daily. The intake 
of patients with rheumatoid arthritis averaged 
62 mg. and ranged from 8 to 161 mg., or from 
slightly more than one half to ten times the re- 
quirement in relation to the number of total 
calories. Eight patients had intakes of less than 
35 mg. and 8 had between 25 and 50 mg. in 
their daily diet. In definite contrast were several 
high vitamin C intakes (114, 120, 138, 152 and 
161 mg.). Stiebling and Coons," calculating the 
ascorbic acid content of the uncooked foods of 
families in North Atlantic cities, found averages 
of 41 and 70 mg. per person. Again, as com- 
pared to the National Research Council’s'® 


es 

_ *A note on this tabl 
§ provided as such 
Carotene, 


¢ adds that requirements may be less if vitamin A 
and if it is chiefly provided as the pro-vitamin 
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recommendations, 11 females and 3 males with 
rheumatoid arthritis were deficient in vitamin C. 
None of the patients with Striimpell—Marie ar- 
thritis had as much as the allowance for their 
ages. 


CoMMENT 


Studies of the diet and nutritional status of pa- 
tients with rheumatoid arthritis have revealed 
many deficiencies in intake and a lack of vital 
foodstuffs that can be observed in patients or meas- 
ured in the chemical laboravory.2** The present 
survey indicates that the dietary history of these 
patients before onset is not grossly different from 
that of a cross section of employed families in the 
North Atlantic states.1* However, over two thirds 
of the patients fell short of the National Research 
Council’s'® recommendation for calcium, thiamine 
and riboflavin; about half had an inadequate in- 
take of vitamin C, and a small number were de- 
ficient in protein, iron or vitamin A or its pre- 
cursors by the standards set by this council. 


These facts seem to be of great significance un- 
til it is realized that in terms of actual requirement 
only a few patients gave a history of an abnormal 
foodstuff intake that would lead to obvious clini- 
cal deficiency states, and that then only calcium 
and vitamin C were involved. The rather high 
incidence of signs, symptoms and laboratory find- 
ings of food-deficiency states observed in groups 
of patients such as these should be ascribed to a 
deficiency resulting during the course of the dis- 
ease or to an essentially normal dietary background 
that has been made relatively insufficient by ab- 
normal requirement caused by such factors as 
increased work, worry and chronic fatigue. 


The analysis of this series indicates that the 
greatest tendency toward deficiency lay in the 
requirement background of the patients rather 
than in the actual food consumed. All but 7 had 
unusual expenditures of nervous or physical ener- 
gy prior to the onset of disease, and this produced 
the same result that faulty food intake would have 


produced. 


The etiologic factor or factors involved in rheu- 
matoid arthritis are still to be elucidated, but 
from this study it seems apparent that if a food 
factor contributes to the onset of this disease 
process, its lack is brought about by an increased 
requirement rather than by a deficiency in intake. 
The results of the study do not invalidate the 
evidence for definite food deficiency in individual 
patients with rheumatoid arthritis; they only indi- 
cate that the dietary background of the patients 
studied is within average limits. Until patients 
can be studied before onset of the disease it must 
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be assumed that the food-deficiency state is proba- 
bly secondary to the disease. 


SUMMARY AND CONCLUSIONS 


The dietary history of 31 patients with rheuma- 
toid arthritis was reviewed for the year before the 
definite onset of their disease process. This his- 
tory appeared to show that the food intake was es- 
sentially the same as that of a cross section of fami- 
lies in the North Atlantic states. The intake of 
calories, protein, fat, carbohydrates, vitamin A and 
its precursors, thiamine, riboflavin, vitamin C, cal- 
cium and iron was studied. 

If a food-factor deficiency contributes to the 
onset of rheumatoid arthritis this study suggests 
that it must be caused by an increased total re- 
quirement of the patient rather than in a deficiency 
in his average diet. In single cases a deficient 
diet may be found to have been present prior to 
the onset of the disease. It should always be 
looked for and corrected when found. The very 
frequency of evidences of deficiency states during 
active rheumatoid arthritis suggests that this dis- 
ease increases the food requirements, especially of 
the vitamin B complex. 
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MEDICAL PROGRESS 


ADVANCES IN MALARIA RESEARCH (Concluded) 


Quentin M. German, Px.D.* 


BOSTON 


IMMUNITY 


mene recent advances have been ad- 
ded to the knowledge of immunity in malaria. 
Immunity in this infection has been little under- 
stood, and even questioned, but the results 
achieved within recent years offer encouragement 
and methods of approach for an eventual solution 
of unsolved problems. An understanding of the 
newer available knowledge is of particular im- 
portance to the clinician and epidemiologist who 
are called on to treat and study the occurrence, 
spread and control of this disease. 

Extensive studies with human tnalaria, particu- 
larly induced malaria, have definitely proved that 
patients acquire immunity during the course of 
an infection. James in England, Ciuca in Ruma- 
nia and Boyd and his collaborators in America 


The articles in the medical-progress series of 1941 hav i 
; : e be 
in book form (Medical Progress Annual. Volume Ill. 678 pp "s veo 
Illinois: Charles C Thomas, 1942. $5.00). ition 


“Instructor in comparative pathology and tropical medicine 


Medical School and Harvard School of Public Health. Harvard 


and others have helped to explain race susceptibil- 
ity to malaria, and the development of immunity 
not to a species of Plasmodium but to strains or 
races of each species. The immunity that is ac- 
quired is highly effective against reinfection with 
the homologous strain, but fails to protect against 
heterologous strains and species of parasites. 
This discovery of different strains within a 
species helps to explain the resistance or tolerance 
of a given population to the local strains, the 
length of time it takes the effective immunity to 
develop susceptibility to foreign strains, the vari- 
able clinical activity observed for different strains 
of the same species and finally the variable re- 
sponse to antimalarial drugs. James and Ciuca" 
cite the work of Korteveg, who compared two 
strains of Plasmodium vivax, one from Holland 
and the other from Madagascar. Infection with 
the Holland strain remained latent in 38 per cent 
of cases; there was an average incubation period 
of twenty-one days, giving 19 per cent with quo 
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tidian paroxysm, 8 per cent with fever above 106.4° 
F, 10 per cent with spontaneous recovery and 10 
per cent with relapses and a high resistance to 
neosalvarsan. ‘The Madagascar strain was a much 
more virulent one, with 7 per cent latency, an in- 
cubation period of twelve days, 80 per cent with 
a quotidian paroxysm, 30 per cent with fever over 
1064°F., no spontaneous recoveries, a relapse rate 
of 80 per cent and high susceptibility to neo- 
salvarsan. DeBuck (also cited by James and 
Ciuca) found that the Holland strain produced 
an average number of 13 merozoites (range 8 to 
20) while the mean in the Madagascar strain was 
18 (range 8 to 32). Furthermore, immunity ac- 
quired against the Madagascar strain did not pro- 
tect against the Holland strain. 

James, Nicol and Shute‘ compared strains of 
P. falciparum from Rome and India. Clinically, 
the strain from Rome produced severe disease and 
even several cases of blackwater fever, in contrast 
to mild attacks from the Indian strain. Anopheles 
maculipennis could be infected with the Italian 
but not with the Indian strain. Furthermore, 
patients recovering from attacks caused by the 
Indian strain were susceptible when reinoculated 
with the Roman strain. Boyd and his collabora- 
tors*’** conducted similar studies with Ameri- 
can strains of P. vivax and P. falciparum. ‘They 
found clinical and immunologic differences be- 
tween strains, and also differences in their ability 
to infect anopheline vectors. 


Homologous immunity develops to strains of 
P. malariae, but variations between strains of P. 
ovale are not yet clear. The only case of cross or 
heterologous immunity between species infective 
for human beings exists for P. vivax in patients re- 
covering from infections with the simian parasite 
P. knowlesi,” but Milam and Kusch®* failed to 
demonstrate the reverse. 


Two approaches have been used to elaborate 
the mechanism involved in natural and acquired 
immunity. Cellular reactions to various types of 
malaria have been carefully studied, and standard 
immunologic methods have been utilized in in- 
vestigating humoral response to infection. 


“gales on phagocytosis of parasitized red 
cells, extracorpuscular parasites and pigment in 


malaria began with the early, thorough and bril- 
liant obsery 


resent the 


ations of Laveran and Golgi, and rep- 
most consistent findings in the patho- 


logi iter: . ‘ 

a literature of this disease. The extensive 
ork ’ ; . 

: r of Cannon and Taliaferro,** Taliaferro and 
apnon™ and Taliaferro and Mulligan®* has 


clari (peri 
ified €xperimentally the sequence of events in 
avian and simian malaria. 
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Defense against the infection depends on the 
response of the lymphoid-macrophage system. The 
process of phagocytosis takes place primarily in 
the spleen, with decreasing activity in the liver and 
bone marrow. Natural immunity to the infection 
is evidenced during the early days of the infection 
by a relatively small amount of phagocytosis. Dur- 
ing and after the crisis, the phagocytic activity is 
greatly increased and is associated with prolifera- 
tion of macrophages. This initial response re- 
quires time for mobilization in nonimmune ani- 
mals, but the response after superinfection is very 
rapid in animals with acquired immunity. The 
proliferation of lymphoid-macrophage tissue in 
the spleen offers a basis for splenomegaly or the 
progressive increase in size of this organ during 
the course of the disease. This cellular defense 
is active only against the strain or race of parasite 
that caused the infection. With each new infec- 
tion, the same sequence of events appears to be 
necessary in order to build up cellular defense. 

The greater susceptibility of children to malaria 
indicates either that more time is necessary to ac- 
quire effective immunity or that the defense 
mechanism in children is not so efficient as that in 
adults. Many workers have shown that the inci- 
dence of clinical malaria begins to decline at two 
to five years and drops rapidly to sixteen years and 
over, even though high parasite and splenic rates 
persist. Apparently this type of immunity is im- 
munity against clinical symptoms, not parasites, 
and depends on the persistence of parasites in the 
subject. In fact, the terms “premunition”®** and 
“infection immunity””® were coined to differenti- 
ate the type of immunity in malaria from that in 
which the infection has subsided and the causative 
organism is no longer present. There is evidence, 
however, that acquired immunity may persist for 
three and a half to five years after the initial at- 
tack, without the persistence of parasites in the 
tissues. These cases were adequately controlled 
by subinoculating normal persons with large quan- 
tities of blood. On the other hand, malaria, par- 
ticularly quartan malaria, may remain latent for 
twenty years or more and infect a normal person 
when blood is given for transfusion.®» * 

Early attempts were made to demonstrate the 
therapeutic value of immune serum in malaria.®*-* 
The qualitative and quantitative demonstration of 
passive immunity by Coggeshall and Kumm” 
showed conclusively that protective antibodies are 
present in the circulating blood of monkeys with 
chronic malaria. Later the more potent effect of 
hyperimmune serum produced by superinfection 
was shown.** 

As previously mentioned, complement-fixing 
antibodies” ° and agglutinins®® were demonstrat- 
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ed in monkey malaria, P. knowlesi being used as 
an antigen in both cases. The complement-fixa- 
tion reaction became positive promptly after an 
acute attack and then dropped slowly, to rise again 
after a relapse. The titers varied from monkey 
to monkey, but with no relation to the parasite 
index. Serums giving high titers did not always 
confer high protection in the experiments on pas- 
sive immunity. The reaction was later used to 
test serums from cases of induced human malaria 
with P. knowlesi, P. vivax and P. falciparum, and 
from naturally acquired tertian and malignant ter- 
tian malaria. The interesting and important re- 
sults of this work showed that the reaction was 
group specific and not species specific and, further- 
more, that the reaction with P. knowlesi as an 
antigen had a practical application to the diagno- 
sis of human malaria. 

The work of Dulaney and Stratmin-Thomas* 
and Dulaney, Stratman-Thomas and Warr*® on 
serums from naturally acquired and induced hu- 
man malaria, and that of Kligler and Yoeli*® on 
serums from malaria in a hyperendemic area, de -1- 
onstrate that the test is specific and reliable and of 
practical value. Technical difficulties, however, 
make the reaction a supplementary test to the sim- 
pler and easier routine blood examinations. An- 
other interesting discovery was the failure of pre- 
existing syphilis to interfere with the specificity 
of the reaction. When the syphilitic reagin is ab- 
sorbed out of serums from a syphilitic and malari- 
ous patient, the serum reacts as before for 
complement-fixing antibodies. The reverse is not 
true, for it is well known that serums from pa- 
tients with malaria give false-positive Wassermann 
and Kahn reactions.*® These reactions exist for 
variable times during and after clinical malaria, 
showing that malaria must be ruled out in a pa- 
tient from an endemic malarious area before he is 
given treatment for syphilis. 

The agglutination reaction in simian malaria 
was found to be species specific by Eaton. Be- 
cause of difficulties in obtaining suitable human 
antigen, the test is of little practical value for diag- 
nostic purposes. An interesting finding that may 
have more bearing on the slow antibody response 
was the failure to obtain agglutination of red cells 
containing immature parasites. Perhaps the lim- 
ited time that the mature intracorpuscular parasites 
and extracorpuscular merozoites from segmenta- 
tion can act as antigens explains the relatively slow 
development of immunity. 

The highly specific agglutination reaction of 
sporozoites when the infected salivary glands of 
mosquitoes are dissected in homologous immune 
serum is a more recent development that may be 
of far-reaching importance. This phenomenon 
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was originally observed in 1900 by Stephen and 
Christophers cited by Mulligan and Russell.3! Mul. 
ligan, Russell and Mohan,” using P. gallinacenm 
of chicken or fowl malaria, obtained agglutination 
in dilutions ranging from 1:1000 to 1:65,000. 
When wild infected mosquitoes were dissected in 
human serums from chronic cases of malaria in the 
same locality, sporozoites agglutinated in dilutions 
of 1:4000 and 1:8000. In these same human im- 
mune serums, sporozoites of P. gallinaceum ag- 
glutinated only in dilutions of 1:128. Thus, agelu- 
tination of sporozoites appears to be highly specific 
and sensitive to humbral antibodies. Whether or 
not the procedure can be used for the diagnosis of 
human malaria will depend on the development 
of methods for rearing and maintaining a con- 
stant supply of heavily infected mosquitoes. 

Russell, Mulligan and Mohan tested the ag- 
glutinogenic effect of sporozoites of P. gallinaceum 
inactivated by ultraviolet light. A higher agglu- 
tinating titer was obtained in this way than by 
blood inoculation of the hdmologous plasmodivm. 
An agglutinating titer of 1: 32,000 or higher low- 
ered the mortality rate from 51.4 to 7.7 per cent. 
When fowl immunized against sporozoites were 
inoculated with homologous trophozoites, no pro 
tection was detected.’ In a later series of experi- 
ments by Russell and Mohan,’ vaccinations with 
inactivated sporozoites, injections of homologous 
immune serums and combinations of both vaccine 
and serum gave mortality rates of 21.1 per cent, 
16.7 per cent and 7.3 per cent, respectively. The 
incubation time was not affected, but the intensity 
of infection was lowered. Since the greatest pro- 
phylactic effect was obtained in the third series, 
these authors believe that there is a combined 
action of humoral and cellular, mechanisms in 
defense against malaria. 

A successful precipitin test has been developed,” 
with use of an extract of infected placenta for the 
antigen. The scarcity of such antigenic material 
has prevented the adoption of the procedure. 
Stratman-Thomas and Dulaney*® were unable to 
get positive results with antigens made from hu- 
man blood. Dulaney and House,** however, have 
been able to get precipitative reactions in human 
malaria with an antigen of P. knowlesi using the 
collodion-agglutination technic of Cannon and 
Marshall*® and the collodion-fixation procedure of 
Goodner.** Since these methods were found by 
their original authors to be highly sensitive when 
compared to the standard precipitin reaction, they 
appear to be the methods of choice also for human 
malaria. 

When one attempts to correlate the above find- 
ings, it is pertinent to recall the provisional the- 
ory that Welch?” proposed in 1897 to explain what 
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he termed natural resistance to the malarial para- 
site—a theory similar to that accepted regarding 
resistance to bacteria. He postulated that . . . 


_. , the parasites are destroyed by parasiticidal sub- 
stances both in the plasma and within leukocytes and 
other phagocytic cells. The substances injurious to 
the parasites are in the last analysis furnished to the 
plasma by the cells and are in a more concentrated 
or potent form within the cells than in the fluids. 
This theory assigns to the phagocytes a higher role 
than that of mere scavengers. They are endowed in 
especial degree with the power of destroying the para- 
sites, but this power is shared by the plasma. 


Smith’®® also suggested that malarial immunity 
may reside both in the blood and in the host cells 
themselves. 


The theory of Welch and the suggestion of 
Smith now appear to be correct, for available in- 
formation suggests that cellular and humoral im- 
munity do not work independently, but combine 
to aid the host in defense. The experimental evi- 
dence supports this view. The results of Russell 
and Mohan’® have already been cited, but the 
work of Mulligan, Sommerville and Swaminath'™ 
also confirms this opinion. In simian malaria, 
immune serum failed to affect the course of the 
diseace in splenectomized monkeys. Further- 
more, the enhanced value of immune serum in 
treating infections with P. knowlesi depended 
on the degree of stimulation of the lymphoid- 
macrophage system caused .by the previous in- 
jection of another species of parasite (P. cyno- 
molgt). The determination of more definite and 
precise relations between cellular and humoral 
mechanisms in defense against malaria will have to 
await the results of correlated quantitative studies 
on the cellular response and circulating anti- 
bodies. E 

In the foregoing account, the evidence for cel- 
lular defense and protective antibodies in malaria 
has been briefly reviewed. The studies demon- 
strate the slow but gradual increase in the devel- 
opment of acquired immunity. When the course 
of the infection has been interrupted by imme- 
diate treatment, the formation of antibodies is 
prevented and hence no immunity is acquired. One 
can readily see that here is the basis for the fre- 
quent observation in a native population that a 
seasoning process” to malarial paroxysms is neces- 
sary before beginning treatment. Thus, the ex- 
ager results of recent years give credence 
0 the 


above observation learned by experience 
IN malarious areas. 


Assuming the vari 
and host 
climate 


ation of specific antigenicity 
response under extreme conditions of 
Sn = malnutrition, the level of immunity 
activation of the lymphoid-macrophage system 
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and production of protective antibodies is entirely 
dependent on the intensity and duration of the 
infection. Short-lived infections produce little or 
no immunity. In long-standing chronic infections, 
a high grade of immunity is acquired. Observa- 
tions on the potency of immune serum, the de- 
velopment of humoral antibodies and cellular de- 
fense support the statements. 

Thus, Sinton," who has compared his results 
of treatment on the development of immunity in 
simian malaria (P. knowlesi) with observations by 
other workers on the treatment of human malaria, 
points out that circumstances should determine 
the aim of the practitioner in the treatment of ma- 
laria. If there is little chance of reinfection, at- 
tempts should be made to effect a radical cure with 
suitable antimalarial drugs. If radical cure is not 
achieved and a relapse develops at a later date, 
the patient should undergo series of paroxysms 
before treatment is resumed. If such a procedure 
is to be carried out successfully and without fa- 
talities in patients relapsing with P. falciparum, 
the blood must be examined daily to follow the 
parasite density and treatment must be resumed 
if the concentration of parasites approaches a dan- 
gerous level (100,000 per cubic millimeter).’°° If 
patients appearing for treatment are constantly ex- 
posed to reinfection, radical cure should not be at- 
tempted but rather a rapid cure of clinical symp- 
toms only. There is ample evidence of the higher 
morbidity and mortality rates in endemic and hy- 
perendemic areas where radical cures rather than 
clinical ones are attempted. The persistence of 
low-grade infections helps to maintain and even 
build up effective immunity against the local 
strains of parasites. The loss of immunity in a 
malarious area leads eventually to outbreaks of 
epidemic malaria. 


TREATMENT 


Advances in the treatment of malaria leave much 
to be hoped for and accomplished, since the ideal 
drug for malarial therapy has not been found. 
Despite the widespread incidence of malaria, 
there is no general agreement about the methods 
of treatment. Actually this situation is what one 
might expect when one considers the great variety 
of parasitic strains, the wide difference between 
benign tertian and malignant tertian malaria and 
in addition the effects of race susceptibility, ac- 
quired immunity, malnutrition and many other 
factors that make up the state of health of the 
human host in his environment. 

Three antimalarial drugs have been tested and 
used successfully: the cinchona alkaloids, of which 
quinine is the best known, and two synthetic 
drugs, atabrine and plasmochin. Atabrine is the 
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only substitute for quinine, because plasmochin 
is useful only as an effective drug for the specific 
destruction of the gametocytes or sexual stages of 
malignant tertian malaria that lead to the in- 
fection of anopheline mosquitoes and transmis- 
sion of the disease. 

The loss to this country of the Netherlands East 
Indies has cut off the source of 90 per cent of the 
supply of quinine.” This fact has caused an 
emergency situation in view of the great need 
for antimalarial drugs for prophylaxis and treat- 
ment of great numbers of troops operating in en- 
demic malarious areas. Thus, the War Production 
Board has frozen and restricted the use of all 
stocks of quinine and other cinchona alkaloids. 
Furthermore, the National Research Council 
undertook to investigate the available supply, use 
and standardization of cinchona bark from South 
America for the production of totaquine, a com- 
pound of cinchona alkaloids (quinine, quinidine, 
cinchonine and cinchonidine). Fortunately this 
compound was investigated by the League of Na- 
tions'®S some years ago and the results obtained 
from it were found to be more or less equivalent 
to those obtained by the use of quinine alone. To- 
taquine has now been recognized by the Pharma- 
copoeia of the United States and the definition ap- 
pears in a supplement to the twelfth edition. 

Until supplies of quinine and totaquine have 
been built up and made available, necessity forces 
the use of atabrine. The production of this syn- 
thetic drug has been greatly increased by the War 
Production Board, and presumably adequate sup- 
plies for all needs are available. 


Here again, the League of Nations’ conducted 
experiments on the relative prophylactic and thera- 
peutic value of atabrine versus quinine. Patients 
with induced and naturally acquired malaria were 
used, and experiments to eradicate malaria were 
conducted. The experiments involved a total of 
12,288 persons in five areas — Algeria, Italy (Sar- 
dinia), Federated Malay States, Rumania and the 
US.S.R. The studies of Clark et al.1” in Panama 
and of other workers in Africa and in India have 
also aided in assessing the therapeutic and prophy- 
lactic value of atabrine. 

Atabrine is an effective prophylactic drug (ex- 
cept in hyperendemic areas) when two tablets (0.1 
gm. or 114 gr. each) are taken on two successive 
days each week. The recommendation by the 
British and American armies advises a two-day or 
three-day interval between days of medication. 
A daily prophylactic dose of 0.06 gm. was the 
method used by the Germans in the Balkan cam- 
paign of the present war.” Daily prophylactic 
doses not exceeding 0.1 gm. are considered ad- 
visable for troops in hyperendemic areas where 
malignant tertian malaria is prevalent." The ac- 


cepted dosage for clinical malaria is one tablet (0.1 
gm.) three times a day for seven days. Since the 
drug is accumulative, an interval of seven to ten 
days should elapse before another course is given. 
In the treatment of acute malignant tertian ma- 
laria, Bryant*** used two to three times the ac- 
cepted dosage profitably, giving sweet hot tea 
simultaneously to lessen the occurrence of toxic 
symptoms. For cases of acute malaria in adults, 
where rapid absorption is required to control symp- 
toms, atabrine musonate* can be injected slowly 
intramuscularly (0.3 gm. in 10 cc. of distilled 
water divided into three daily doses) or intra- 
venously (0.3 gm. in 20 cc. of a 10 per cent solu- 
tion of glucose divided into three daily doses). 
There is no agreement about the route of choice. 

Slight toxic effects — gastrointestinal disturb- 
ances, nervous and mental symptoms and yellow 
pigmentation of the skin — occur in a certain per- 
centage of patients treated with atabrine, but 
these untoward effects are usually temporary and 
the yellow pigmentation is not the result of liver 
damage.’ Toxic effects are more pronounced in 
children, and for this reason quinine is still the 
drug of choice in treating children up to five years 
of age. Junge’’’ has made some interesting ob- 
servations in a report on the continuous use of 
atabrine for prophylaxis over a period of seven 
years. Twenty Europeans in Liberia were 
involved, and each subject took 143 gm. of atabrine 
in the elapsed time without injury to general 
health, even though yellow pigmentation was con- 
stant. The original daily dose of 0.1 gm. was cut 
to 0.05 gm., and no malaria developed in three 
and a half years. When the dosage was cut to 0.03 
gm. daily, 16 persons came down with quartan or 
malignant tertian malaria, demonstrating that the 
effective prophylactic dosage was not less than 
0.05 gm. daily. 

The tendency of patients with malaria to re- 
lapse after treatment with quinine is characteristic. 
In a series of controlled experiments by various 
workers, the relapse rate after treatment with ata- 
brine is slightly less than that after quinine.” 
There are still relapses, however, and so long as 
relapses occur after the use of any drug, transmis- 
sion can take place if the anopheline vectors gain 
access to a blood meal containing gametocytes of 
the plasmodium. Furthermore, the following fact 
must be emphasized: atabrine has no effect on 
the gametocytes of P. falciparum, and _ patients 
with this type of malaria must be treated also with 
plasmochin. f 

Plasmochin has no value for the treatment of 
clinical malaria, according to various authors. 


*In this country, atabrine dihydrochloride is usually employed. The 
intramuscular dose is 0.1 gm., dissolved in 3.5 cc. of distilled water, 
and the intravenous dose, 0.1 gm., dissolved in 10 cc. of distilled water, 
each given three times daily. 


Aug. 19, 1943 





Cry, @w —s ey 





Vol. 229 - No. 8 


This drug has a definite effect on the gametocytes 
of the three species of malarial parasite, being es- 
pecially effective against gametocytes or the “cres- 
vents” of P. falciparum. For this reason a course 
of the drug is given after quinine or atabrine to 
prevent transmission of malignant tertian malaria. 
The correct dose is 0.01 gm. (3/20 gr.) three times 
daily after meals for five days. The drug is highly 
toxic, and only 0.02 gm. per day should be given 
to a debilitated patient. Also, the drug should 
never be given at the same time as atabrine, be- 
cause the two enhance the toxic symptoms of one 
another. This is not true, however, for quinine 
and atabrine, since Hill and Howie™® report the 
successful simultaneous use of quinine (10 gr. 
three times a day) and atabrine (14% gr.) three 
times a day for seven days in treating 200 cases of 
malignant tertian malaria. 

The combined or QAP treatment, used in In- 
dia by Amy and Boyd"? and later by the British 
Army, has been endorsed by the Subcommittee on 
Tropical Diseases of the National Research Coun- 
cil"" This procedure is now considered the treat- 
ment of choice for acute malaria. Owing to its 
more rapid action in controlling the pyrexia and 
multiplication of parasites, quinine sulfate or 
totaquine (0.64 gm. or 10 gr.) is given three times 
a day for two or three days. Atabrine (0.1 gm. or 
1% gr.) is then given three times a day after 
meals for five days. After two days’ rest from 
medication, plasmochin (0.01 gm. or 3/20 gr.) is 
given three times a day after meals for five days. 
For less serious cases, atabrine-and-plasmochin or 
quinine-and-plasmochin combinations are satisfac- 
tory. 

Blackwater fever or hemoglobinuric fever, a dis- 
ease that is connected with attacks of malaria or 
continuous malarial infection with P. falciparum, 
has not been considered above because of limited 
space. The treatment in brief consists of sympto- 
matic relief, cessation in most cases of treatment 
with antimalarial drugs and administration of an 
alkali to render the urine alkaline within twenty- 
four hours after onset™*; in acute cases, blood 
transfusions are decidedly helpful. No specific 
drugs for this disease are known. For a full ac- 
oe of a fever and its treatment, the 

“a is reterred to textbooks on tropical medicine. 
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demic malarious area until a thorough, accurate 
blood diagnosis establishes the absence of plas- 
modia. If patients with malaria are refractory to 
the usual methods of treatment, further informa- 
tion should be sought from more complete ac- 
counts on the therapeutics of malaria.®* **%1° 

The persistence of a low relapse rate in malaria 
after all known methods of treatment, and the 
failure of prophylaxis with quinine or atabrine to 
kill the infective sporozoites and prevent infection, 
have provided the stimuli for continued efforts to 
find new and more effective drugs. In fact, the 
war and its disastrous effect on our source of 
quinine has made studies in the chemotherapy of 
malaria one of the foremost and urgent fields of 
research. The approach to this pressing problem 
has been varied, and a colossal amount of work 
in preparing and testing new compounds has been 
and is being done. 


Effort has been concentrated to a large extent 
on the quinoline and acridine compounds because 
of the antimalarial activity of the cinchona alka- 
loids, atabrine and plasmochin. The compounds 
prepared and tried are numerous. A thorough 
review of this subject and the general subject of 
chemotherapy of malaria has been compiled by 
Williams."*! The sulfonamides, including the 
well-known compounds and lesser-known deriva- 
tives, have been receiving increased attention. 


The use of sulfonamide compounds in the 
treatment of malaria dates from the work of 
De Leon,!*” who claimed to have treated 15 cases 
with Rubiazole successfully. This work and that 
of Hill and Goodwin'’* with Prontosil Soluble 
in this country have not been confirmed.’*? The 
results obtained from sulfanilamide, sulfathiazole 
and sulfapyridine in simian malaria greatly stimu- 
lated research when the discovery was made that 
these drugs would sterilize infections of P. 
knowlesi in rhesus monkeys."**"** However, sul- 
fanilamide and sulfathiazole did not effect com- 
plete sterilization of simian infections with P. inui 
and P. cynomolgi.":1°8 Nevertheless, if these 
drugs proved to be effective in human malaria, 
they could be used to treat cases refractory to other 
antimalarial drugs and also exert bactericidal and 
parasiticidal action in complicated cases with 
pneumonia or other acute infections. Unfortu- 
nately, the results to date are not in agreement — 
a possible indication of low antimalarial activity. 
Sulfanilamide and Prontosil have not proved ef- 
fectual. Sulfapyridine has a temporary effect on 
the parasites, but relapses soon occur.’*® °° Cogge- 
shall, Maier and Best'** have obtained promising 
results with pfomin and sulfadiazine. The anti- 
malarial activity of promin was first demonstrated 
in 5 patients with induced malaria. The drug was 
later tried on 17 patients with naturally acquired 
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malaria (12 with P. vivax and 5 with P. falciparum 
infection) in Panama. Patients with malignant 
tertian malaria responded better than those with 
tertian infections. This result is in keeping with 
the selective action noted with sulfonamides on 
simian malaria, and led the authors to assume that 
these drugs have the greatest effect on the more 
virulent infections. Sulfadiazine was used on 13 
Negroes (7 infected with P. vivax, 5 with P. fal- 
ciparum and 1 with P. malariae). The drug 
showed a definite effect in 10 cases but failed in 3. 
Thus, the authors demonstrated considerable anti- 
malarial activity with promin and sulfadiazine, 
but only point out the need for more extensive 
trials and assert that these two drugs are not 
substitutes for quinine and atabrine. 

In the experimental and field trials with sulfona- 
mide drugs in malaria, one disturbing factor stands 
out. These drugs often show highly variable 
effects on different species of Plasmodium in man, 
monkeys and birds. One can foresee the possi- 
bility that an effective drug against human malaria 
may be overlooked if the testing is done with 
avian or simian malaria. Furthermore, Cogge- 
shall and Maier’ failed to find that inhibition of 
respiration in vitro by drugs was an index of 
chemotherapeutic efficiency with five species of 
Plasmodium. Consequently, thorough testing of 
drugs with antimalarial activity must be conducted 
on human as well as avian or simian malaria in 
order properly to evaluate their effectiveness. Ad- 
mittedly, human trials are difficult, but at least ef- 
forts can be made in this direction. 

Great promise of a new type of antimalarial 
drug has resulted from the discovery that amidino 
compounds have significant activity against ma- 
laria’®? as well as trypanosomiasis, leishmaniasis, 
and infections with Babesia canis in dogs."** The 
amidino compounds tested thus far include unde- 
cane diamidine in tertian malaria and 4: 4-diami- 
dino stilbene (Stilbamidine) in tertian and ma- 
lignant tertian infections. These drugs had defi- 
nite and effective antimalarial activity, but trials 
have been too few to evaluate. The parasiticidal, 
bacteriostatic and bactericidal activity of the drugs 
is being tested widely, and the results appear to 
be encouraging. 

Arsenical compounds “and a number of drugs 
containing bismuth have been used for antimala- 
rial treatment, but they are generally of value in 
controlling paroxysms rather than as curative 
drugs for the destruction of the parasites. Ars- 
phenamine, neoarsphenamine, tryparsamide and 
Mapharsen are the drugs containing arsenic that 
have received the most attention. From the data 
presented by Winckel,"** neoarsphenamine is use- 
ful in helping to control the course of fever in 
therapeutic tertian malaria. The results were not 
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always predictable, and relapses did occur in pa- 
tients who were given malaria by infected mos. 
quitoes. No effect was obtained, however, with 
induced quartan malaria, and references to its 
trial with malignant tertian infections have not 
been found. Mapharsen has been enthusiastic. 
ally recommended for the treatment of induced 
tertian malaria, with a single injection terminat- 
ing malaria in over 90 per cent of the cases, but 
eight to ten injections were said to eradicate the 
malaria permanently. Relapses occurred in only 2 
of 24 cases,’*> but no mention was made of sub- 
inoculation of blood in normal persons to deter- 
mine the radical cure claimed. Young and McLen- 
don?*® failed to demonstrate curative effects of this 
drug on induced quartan malaria in Negro paretic 
patients. Tryparsamide also failed to affect the 
presence of circulating parasites and viability of 
blood in 8 patients. In fact, the warning was given 
that this drug should not be used to terminate in- 
duced malaria, because the blood remains infec- 
tious, and patients who are discharged may serve as 
a focus for transmission of the disease. Niven!’ 
confirmed the value of Mapharsen for the treat- 
ment of induced infections with P. vivax, but failed 
to find any effect against quartan and malignant 
tertian infections. 

Bismuth compounds have been used for the 
treatment of naturally acquired malaria, but 
Schwartz® and Cole et al.’*® have made an im- 
portant discovery in Thio-Bismol (sodium bismuth 
thioglycollate) for the clinical control of induced 
tertian malaria. These workers point out that 
patients -undergoing malaria therapy frequently 
develop prolonged remittent fever or a double ter- 
tian type of infection with a daily paroxysm. The 
associated symptoms may vary, but physical ex- 
haustion, vascular collapse, persistent vomiting, 
increasing anemia, rise in icteric index and a rise 
in the blood urea nitrogen are common. These 
symptoms need prompt control or treatment with 
quinine to stop the infection if the patient is to 
survive. 

In the original series of 21 cases of induced ter- 
tian malaria receiving Thio-Bismol, the drug was 
found to possess antipyretic and antimalarial ac- 
tivity. One injection (0.20 gm.) intramuscularly 
given just before a chill controlled the fever in six 
to twelve hours and gave a patient an afebrile rest 
period for two days before the cycle resumed at 
a typical simple-tertian or forty-eight-hour inter- 
val. The untoward symptoms disappeared rapidly 
during the rest period, and the patient recovered 
sufficiently to withstand the resumption of parox- 
ysms for their therapeutic effects. Repeated 
daily injections can be given if a longer rest period 
is desired, three such injections terminating pat- 
oxysms varying from five to thirty-nine days. Pa- 
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tients treated with Thio-Bismol to control the 
effects of induced malaria numbered 263, with a 
mortality of 2.2 per cent. This percentage is com- 
pared to the figures of Krauss,’ in which there 
was an average mortality of 5.38 per cent among 
9354 cases, and of Fong,"** in which there was a 
mortality of 3.35 per ‘cent among 1012 patients. 
Consequently, the use of this drug in controlling 
therapeutic benign tertian malaria provides a sig- 
nificant and decidedly helpful advance. 

No satisfactory explanation of the mode of ac- 
tion of Thio-Bismol has as yet been forthcoming. 
The evidence presented by Cole and his co-work- 
ers® substantiates their claim that the drug has 
antimalarial and antipyretic properties, but the 
antimalarial action appears to act only against 
a certain stage of the parasite. If the injection is 
given to a patient with simple tertian infection 
more than ten hours before the next expected 
chill, no effect is observed. The evidence that the 
drug is assimilated and excreted within twenty- 
four hours indicates that the therapeutic level in 
the blood stream is perhaps no longer existent at 
the time the parasites mature and begin their next 
asexual cycle. Yet the two-day rest period after 
injection of Thio-Bismol in remittent and double 
tertian infections indicates that the drug affects 
the half-grown parasites in the blood at the time 
of the injection immediately prior to the chill. 

In a recent paper by Young et al.,"4? an effort has 
been made to determine the effect of Thio-Bismol 
on various asexual stages of P. vivax and also to 
test the effect of the drug on P. malariae and P. 
falciparum. When 0.1 or 0.2 gm. of the drug 


was injected intramuscularly sixteen to twenty- 
tight hours after the last paroxysm caused by ter- 
(lan parasites, future paroxysms by that brood 


were inhibited. Injections at other hours failed 
to have any effect. The half-grown parasites de- 
creased in number and in stained films they ap- 
peared shrunken, fragmentary, irregularly stained 
and even free in the plasma of the blood. Yet, 
according to the opinion of the authors, this de- 
generation could not alone account for the sharp 
drop in the number of parasites. The experiments 


with induced quartan and malignant tertian in- 


ections failed to demonstrate any clearcut action 
igainst P. malariae, and P. falciparum showed the 


least response of all to Thio-Bismol. 


jauother interesting and valuable observation by 
" age authors was the prompt therapeutic 
i aye arg when Thio-Bismol was injected 
lea ie = at é e administration of quinine was 
Bimo! inhibited de a tertian infection. The Thio- 
pee 7 ted the next paroxysm and the quinine 

ed the infection, thus a quicker therapeutic 


resp ; ° 
Ponse was obtained than ‘when quinine was 
used alone. 
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In passing it should be noted that, here again, 
a drug has proved to be effective against stages 
of one species of malaria parasite and not against 
others. Thus the evidence continues to indicate 
the individuality of the plasmodia pathogenic for 
man and the need for pointing research studies 
toward a solution of the physiologic and _bio- 
chemical differences that exist between species. 


Ma xaria IN RETURNING TRoops 


Finally, the following question, frequently asked 
during recent months, deserves brief consideration: 
Are troops returning to this country from en- 
demic malarious areas a serious threat to the pub- 
lic health? Even now, frequent references are 
being made to relapses of malaria in men who 
have returned from the fighting fronts in the 
Southwest Pacific and Africa. 

An analysis of the serious potentialities reveals 
that the following factors will play a role in the 
spread of tropical diseases, including malaria, from 
returning troops: the time of year when troops re- 
turn; the presence in the area of necessary vectors 
for transmission of disease; the type of sanitation 
in rural or urban communities to which men re- 
turn; and the occupation taken up by the re- 
turned soldier or sailor. The first three factors 
are the most important ones. If a person harbor- 
ing malarial parasites in his blood returns during 
the breeding season of transmitting anopheline 
mosquitoes, transmission can take place. How- 
ever, if no anophelines are breeding or can gain 
access to the infected person, no transmission can 
occur. With regard to the presence of transmit- 
ting vectors during the summer, anophelines that 
can transmit malaria occur in many of our north- 
ern states, including Massachusetts, the only reason 
for the disappearance of malaria being the ab- 
sence of human infection. Small epidemics have 
occurred in scattered northern states in recent 
years, and future outbreaks may be expected. The 
explanation of the third factor — sanitation — is 
obvious. Communities containing numerous breed- 
ing places for anophelines, with inadequate screen- 
ing of houses, a low economic status and poor med- 
ical care and supervision are likely areas for the 
transmission of malaria. Such areas provide the 
greatest chance for tropical and virulent strains 
of malaria to gain a foothold. 

The experience in England during and after 
World War I indicates that malignant tertian 
malaria dies out after approximately one year at 
that latitude, leaving only endemic benign tertian 
malaria. In Macedonia, malignant tertian malaria 
was the most prevalent type among the troops. 
When these troops returned to England and re- 
lapses developed, — approximately 14,000 in 1919," 
—the anophelines apparently failed to transmit 
the infection, because the temperature and hu- 
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the completion of the 


developmental cycle did not obtain. Reasons for 
this failure are well known to malariologists, for 
malignant tertian malaria is seldom found in re- 
gions having an average summer temperature lower 
than 21°C. (70°F.) and an average winter tem- 
perature lower than 9°C. (48°F.). If the infection 
is brought into such areas, small epidemics may 
occur, but eventually the disease dies out. Con- 
sequently, the major problem with returning troops 
is to recognize and make an accurate and speedy 
diagnosis pf malaria in all infected persons. Since 
it is desired to prevent the transmission of new 
malarial strains in this country, and since there is 
no need for these men to acquire immunity, a 
radical cure should be the aim of every practi- 
tioner treating such infections. 


79. 


80. 


a 


82. 


NR 


83. 


w 


84. 


85. 


86. 


87. 


“s 


88. 
89. 


90. 
91. 


92. 
93. 


95. 
96. 


98. 


co 


99. 


100. 


101. 


102. 


103. 


. Idem. 


. Kauders, O. 


. Idem. 


REFERENCES 


James, S. P., Nicol, W. D., and Shute, P. G. Study of induced 
malignant tertian malaria. Proc. Roy. Soc. Med. 25:1153-1186, 
1932. 

Boyd, M. F., and Stratman-Thomas, W. K. Studies on benign ter- 
“tian malaria: I. On occurrence of acquired tolerance to Plasmo- 
dium vivax. Am. J. Hyg. 17:55-59, 1933. 

Studies on benign tertian malaria: 3. On absence of heterolo- 
gous tolerance to Plasmodium vivax, Am. ]. Hyg. 18:482-484, 
1933. 

Boyd, M. F. On strains or races of malaria parasites. 
Med. 20:69-80, 1940. 

Milam, D. F., and Kusch, E. Observations on Plasmodium knowless 
in general paresis. South. M. J. 31:947-949, 1938. 

Cannon, P. R., and Taliaferro, W. H. Acquired immunity in avian 
malaria. III. Cellular reactions in infection and superinfection. 
]. Prev. Med. 5:37-64, 1931. 

Taliaferro, W. H., and Cannon, P. R. Cellular reactions during 
primary infections and superinfections of Plasmodium brasilianum 
in Panamanian monkeys. J. Infect. Dis. 59:72-125, 1936. 

Taliaferro, W. H., and Mulligan, H. W. Histopathology of malaria 
with special reference to function and origin of macrophages in 
defence. Indian M. Research Mem. No. 29, 1937. Pp. 1-138. 

Sergent, E., Parrot, L., and Donatien, A. Une question de terminolo- 
gie: immuniser et prémunir. Bull. Soc. path. exot, 17:38, 1924. 
et immunité dans le paludisme et dans d’autres maladies. Tr. 

Sergent, E. De la prémunition. Bull. Soc. path. exot. 22:887-895, 
1929. 

Sergent, E., Sergent, E., Parrot, L., and Donatien, A. Prémunition 
et immunité dans le paludisme et dans d’autres maladies. Tr. 
Roy. Soc. Trop. Med. & Hyg. 27:277-280, 1933. 

Report on terminology in malaria. Bull. Health Organ., League of 
Nations 9:131-246, 1940. 

Jankelson, I. R. Transmission of malaria through injection of whole 
blood. J. 4. M. A. 97:177, 1931. 

Manwell, R. D. Duration of malaria infection in birds. 
19:532-538, 1934. 

Soteriadés, D. Essais de sérothérapie dans la malaria. 
19:27, 1917. Abstr. Trop. Dis. Bull. 11:302, 1918. 
Immunitatsstudien bei Impfmalaria. Centrlbl. & Bak- 
teriol. Orig. 104:158-160, 1927. Abstr. Trop. Dis. Bull. 25:152, 

1928. 

Lorando, N., and Soteriades, D. Treatment of malaria with immune 
blood. Tr. Roy. Soc. Trop. Med. & Hyg. 31:227-234, 1937. 

Coggeshall, L. T., and Kumm, H. W. Demonstration of passive 
immunity in experimental monkey malaria. J. Exper. Med. 
66:177-190, 1937. 

Effect of repeated superinfection upon potency of immune 
serum of monkeys harboring chronic infections of Plasmodium 
knowlest. J]. Exper. Med. 68:17-27, 1938. 

Kitchen, S. F., Webb, E. L., and Kupper, W. H. Influence of 
malarial infections on Wassermann and Kahn reactions. J. A.M. A. 
112:1443-1449, 1939, 

Russell, P. F., Mulligan, H. W., and Mohan, B. N. Specific agglu- 
tinogenic properties of inactivated sporozoites of P. gallinaceum. 
]. Mal. Inst. India 4:15-24, 1941. 

Mulligan, H. W., Russell, P. F., and Mohan, B. N. Active immuniza- 
tion of fowls against Plasmodium gallinaceum by injections of 
killed homologous sporozoites. J. Mal. Inst. India 4:25-34, 1941. 

Russell, P. F., and Mohan, B. N. Immunization of fowls against 
mosquito-borne Plasmodium gallinaceum by injections of serum 
and of inactivated homologous sporozoites. J. Exper. Med. 
76:477-495, 1942. 

Welch, W. H. Malaria. In American System of Practical Medicine. 
Edited by Loomis, A. L., and Thompson, W. G. Vol. 1. 985 pp. 
New York and Philadelphia: Lea Brothers and Company, 1897. 
Pp. 17-154. 

Smith, T. Sources, favoring conditions and prophylaxis of malaria 
in temperate climates, with special reference to Massachusetts. 
Boston M. & S. J]. 149:57-64, 87-92, 115-118, 139-144, 1903. 


Am, ]. Trop. 


Am. ]. Hyg. 


Gréece méd. 


104. 


105. 


106. 


107. 


108. 


110. 


111. 


. Treatment of malaria. 


Aug. 19, 1943 


Mulligan, H. W., Sommerville, T., and Swaminath, C. s. 


Sg : Cellula 

and humoral agencies in defence against malaria. J. Mal 0 

India 3:563-579, 1930. . Inet. 

Sinton, J. A. Effects of treatment upon development wah dines 
of immunity acquired in malarial infections. 4 


Acta Convent. 
de trop. atque malar. morbis 2:312-326, 1939. ss 


Boyd, M. F., and Kitchen, S. F. Observations on induced f 
malaria. Am. ]. Trop. Med. 17:213-235, 1937, 

Weed, L. H. Critical antimalarial problem and its solution J. A 
M. A. 120:1043, 1942. dine 

Therapeutic efficacy of totaquina in human malaria. 
Organ., League of Nations 3:325-358, 1934, 

Fourth general report of the aria 

Bull. Health Organ., ane of Roba Fg 


alciparum 


Bull. Health 


mission. 
1937. 
Clark, H. C., Komp, W. H. W., and Jobbins, D. M. Tenth year's 
observations on malaria in Panama, with reference to occurrence 
of variations in parasite index, during continued treatment with 
atabrine and plasmochine. Am. J. Trop. Med. 21:191-216 194] 
Surgeon General's Office, Circular Letter No, 135, Treatment and 
— prophylaxis of malaria. Army Med. Bull. No. 65, 216-218 
943. 


2. Rose. Malariaprophylaxie mit Atebrin, ihre Dosierung und auge- 


blichen Komplikationen. Deutsche med. Wehnschr. 67:1306-1308 
1941. Abstr. Trop. Dis. Bull. 39:396. 1942. 


113. White, N. Treatment of malaria: review of some recent Papers 
Trop. Dis. Bull, 39:801-806, 1942. 

114. Bryant, J. Heavy atebrin dosage in treatment of malaria. East Ajri- 
can M. J. 18:295-301, 1942. Abstr. Trop. Dis. Bull. 39:667, 1942 

115. Junge, W. Zur Dauervertraglichkeit und Dosierung der Atebrin- 
Prophylaxe. Arch. f. Schiffs- u. Tropen-Hyg. 43:409-411, 1930 
Abstr. Trop. Dis. Bull. 37:603, 1940. 

116. Hill, T. R., and Howie, J. W. Subtertian malaria in war, with 
haematological report. Tr. Roy. Soc. Trop. Med. & Hyg. 36:75 
88, 1942. - 

117. Amy, A. C., and Boyd, J. S. K. Malaria in India: synthetic drugs 
and relapse rate. J. Roy. Army M. Corps 67:1-17 and 83-95, 1936. 
Abstr. Trop. Dis. Bull. 34:52, 1937. 

118. Goodman, L., and Gilman, A. 


w 


. Dove, W. S. 
. Yorke, W. 

. Williams, J. H. 
- DeLeon, A. D. 


. Hill, R. A., and Goedwin, M. H., Jr. 


. Coggeshall, L. T. 


. Singh, J., 
. Dikshit, B. B., and Ganapathi, K. 


. Coggeshall, L. T. 


. Chopra, R. N., Hayter, R. T. M., and Sen, B. 


. Glyn-Hughes, F., 
. Yorke, W. 
. Winckel, C. W. F. 
. Young, M. D., and McLendon, S. B. 


7. Niven, J. C. 


Pharmacological Basis of Therapeutics 
Textbook of pharmacology, toxicology and therapeutics for physi- 
cians and medical students. 1383 pp. New York: Macmillan 
Company, 1941. 

Treatment of malaria. Am. J. Trop. Med. 22:227-234, 
1942. 

Diagnosis and treatment of malaria in England. Brit. 
M. ]. 2:61-63, 1942. 

Chemotherapy of Malaria. 
Lederle Laboratories, Inc., 1943. 
Treatment of malaria with sulfonamide compounds. 


Pub. Health Rep. 52:1460-1463, 1937, 


273 pp. New York: 


**Prontosil’’ in treatment of 


malaria: report of 100 cases. South. M. J. 30:1170-1172, 1937. 


- Coggeshall, L. T. Prophylactic and therapeutic effect of sulfonamide 


compounds in experimental malaria. 
Med. 38:768-773, 1938. 

Cure of Plasmodium knowlesi malaria in rhesus 
monkeys with sulfanilamide and their susceptibility to reinfection. 
Am. ]. Trop. Med. 18:715-721, 1938. 

and Singh, H. Treatment of simian malaria with M. and B. 
693. J. Mal. Inst. India 2:181-189, 1939, 

Sulphathiazole in monkey malaria. 
]. Mal. Inst. India 3:525-529, 1940. 

Selective action of sulfanilamide on parasites of 
experimental malaria in monkeys in vivo and in vitro. /. Exper. 


Med. 71:13-20, 1940. 


Proc. Soc. Exper. Biol. & 


. Pakenham-Walsh, R., and Rennie, A. T. M. & B. 693 in malaria. 


Lancet 1:1382, 1939. 
M. and: B. 693 in 


Indian strains of malaria. Indian M. Gaz. 74:658-660, 1939. 


. Coggeshall, L. T., Maier, J., and Best, C. A. Effectiveness of two new 


types of chemotherapeutic agents in malaria: sodium p,p- 
diaminodiphenylsulfone N. N’-didextrosesulfonate (promin) and 
2-sulfanilamidopyrimidine (sulfadiazine). J. A. M. A. 117:1077- 
1081, 1941. 

Lourie, E. M., and Yorke, W. Studies in chemo- 
therapy. XVII. Action of undecane diamidine in malaria. Ann. 
Trop. Med. 32:103-107, 1938. 

Recent work on chemotherapy of protozoal infections 
Tr. Roy. Soc. Trop. Med. & Hyg. 33:463-482, 1940. 
Neoarsphenamine to manage course of fever in 


therapeutic malaria. J. A. M. A. 116:2660-2663, 1941. 


. Goldman, D. Use of mapharsen in treatment of malaria. Am. ]. M. 


Sc. 196:502-509, 1938. 

Treatment of induced malaria 
in negro paretics with mapharsen and tryparsamide. Pub. Health 
Rep. 54:1509-1511, 1939. 

Mapharside in treatment of malaria. Bull. Inst. Med. 
Res. Fed. Malay States No. 6. 8 pp. Abstr. Trop. Dis. Bull. 
39:258, 1°42. 


138. Schwartz, W. F. Effect of thio-bismol on therapeutic malaria. 
J. Pharmacol. & Exper. Therap. 65:175-184, 1939. 

139. Cole, H. N., DeOreo, G. A., Driver, J. R., Johnson, H. H,, and 
Schwartz, W. F. Use of bismuth injections to manage course 
of therapeutic malaria. J. 4. M. A. 115:422-426, 1940. 

140. Krauss, W. Analysis of reports of 8354 cases of impf-malaria. 
South. M. J]. 25:537-541, 1932. 

141. Fong, T. C. C. Study of mortality rate and complications following 
therapeutic malaria. South. M. ]. 30: 1084-1088, 1937. 

142. Young, M. D., McLendon, S. B., and Smarr, R. G. Selective on 
of thiobismol on induced malaria. J. A. M. A. 122:492-494, 19%. 

143. James, S. P. Malaria at Home and Abroad. 234 pp. New York: 


William Wood & Co., 1920. 





Vo 





Vol. 229 No. 8 


NEW HAMPSHIRE MEDICAL SOCIETY 


NEW HAMPSHIRE MEDICAL SOCIETY 


PROCEEDINGS OF THE ONE HUNDRED AND FIFTY-SECOND 
ANNIVERSARY 


House of Delegates, May 10 and 11, 1943 


bbe House of Delegates convened at the Hotel 
Carpenter, Manchester, on May 10, 1943, at 
730 pm., with Speaker Charles H. Parsons, of 
Concord, presiding. 

The following members answered the roll call: 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio 

Park R. Hoyt, Laconia 

Raymond J. Turley, Meredith 

W. J. Paul Dye, Wolfeboro 

Francis J. C. Dube, Center Ossipee 

Walter F. Taylor, Keene 

A. C. Johnston, Keene (appointed as alternate for 
Norris H. Robertson) 

Leander P. Beaudoin, Berlin 

Arthur B. Sharples, Groveton 

Arthur W. Burnham, Lebanon 

Leslie K. Sycamore, Hanover 

David W. Parker, Manchester (appointed as alternate 
for George V. Fiske) 

Deering G. Smith, Nashua 

George C. Wilkins, Manchester (appointed as alter 
nate for Charles H. Cutler) 

George F. Dwinell, Manchester (appointed as alter- 
nate for Clarence E. Dunbar) 

Luther A. March, Nashua 

Edward V. Putnam, Warner 

Robert M. Lake, Concord 

Frederick S. Gray, Portsmouth 

Anthony E. Peters, Portsmouth 

Edwin D. Lee, Exeter 

Roland J. Bennett, Dover 

George G. McGregor, Durham 

Emery M. Fitch, Claremont (appointed as alternate 
for Henry C. Sanders, Jr.) 

B. Read Lewin, Claremont 


The Speaker declared a quorum present, and 
appointed the Credentials Committee as follows: 
Drs. McGregor (chairman), Lake and Lee. Dr. 
McGregor reported that the credentials were in 
order. 

The Speaker appointed the Committee on Off- 
cers’ Reports as follows: Drs. Peters (chairman), 
Smith and Sanders. He appointed the Committee 
on Communications and Memorials as follows: 
Drs. Putnam (chairman), Campbell and Taylor. 

Upon motion duly made and seconded, it was 
voted to omit the reading of the previous min- 
utes, because of the publishing of the proceedings. 


The secretary-treasurer, Dr. Carleton R. Metcalf, 
Presented his report. 


MEMBERSHIP, DecemBeER 31, 1942 


Belknap County . 
Carroll County 
Cheshire County . 
Coos County . 
Grafton County . - 
Hillsborough County 
Merrimack County 
Rockingham County 
Strafford County . 
Sullivan County 

Not in county society 


UNPAID 


Afhiliate members 
Honorary members 
Members in the Service . 


Total ee a Sn tg 551 


The total membership on December 31, 1941, was 543. 


FINANcIAL STATEMENT 


RECEIPTS 
$97.66 
192.00 
72.00 
180.00 
192.00 
378.00 
776.00 
390.00 
348.00 
204.00 
102.00 
9.00 
252.65 
98.00 
24.00 
1100.00 
5.65 
130.00 
205.00 


$4755.96 


January 5, 1942— Balance forward 

Belknap County 

Carroll County 

Cheshire County 

Coos County 

Grafton County 

Hillsborough County 

Merrimack County 

Rockingham County ... 

Strafford County 

Sullivan County 

New England Journal of Medicine subscriptions 
Net receipts, 1942 annual meeting 

Cash received at annual meeting. 

Receipts from members not in county societies 
Receipts from trustees from general fund..... 
Refund, Cancer Commission 

Women’s Auxiliaries .. mea 
Donations to National Physicians’ Committee 


EXPENDITURES 


New England Journal of Medicine 
Journals 
Full subscriptions . 

Tables 


Transactions .. 


$447.04 
9.00 
8.40 
800.92 
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Concord Photo engraving Co. (half-tone cuts)... 25.60 
Carleton R. Metcalf (salary)..................-. 400.00 
Bridge and Byron (printing).................-. 119.32 
TE oo hina caiasnceese cawrdens 58.42 
Frank J. Sulloway (retaining fee)............... 100.00 
Robert O. Blood (telegrams and telephone calls) — 20.82 
Robert O. Blood (clerical work)................ 150.00 
kk EE A eee ee te 100.00 
Benevolence Fund ....... aaah tater eg chp al art 609.00 
The Barwood Press (Committee on Education 
I hs id cei hice ete aes aceal'n a> 9 5.00 
Florence McCann (Committee on Education and 
I os saddle sinan vind sais Heather EXD 20.18 
Robert H. Morris (expenses at jurisprudence 
EE a dene ida hte amine as one Piites 25.00 
American Medical Association (pamphlets) ...... 6.00 
American Medical Association (American Medi- 
ND 5 Gites cae ca wavs Sh amas 15.00 
Edward Blank (cancellation of New England 
Journal of Medicine subscription) ........... 3.00 
W. H. Butterfield (refund to men in Service)... 18.00 
W. H. Butterfield (dues collected at annual meet- 
trea tat On Gawd oats ininalinanina:s 14.00 
Leander P. Beaudoin (dues collected at annual 
| SR RR a ee eee 21.00 


Deering G. Smith (medical preparedness expenses) 276.61 
Deering G. Smith (dues collected at annual meet- 


Se arc tag eer damages deta saialr anes 70.00 
Deering G. Smith (expenses at American Medical 

Association meeting) .................... 86.30 
Frederick S. Gray (dues collected at annual meet- 

RE eee ee aca ge pence ny and S555 , 7.00 
George C. Wilkins (Cancer Committee)....... 50.00 
Madeline A. May (stenographer at 1941 annual 

eer ee er errr rere stad one 255.00 
Madeline A. May (stenographer at 1942 annual 

Gis Hoste Linen 22 tensa took cs 278.08 


C. R. Metcalf (lunches for out-of-state guests at 


I ora. o sb wecie buck a nied ke tick se 7.00 
Richard Schatzki (expenses at annual meeting). . 2.60 
R. W. Tuttle (expenses at annual meeting).... 65.00 
W. H. Barker (expenses at annual meeting). . 48.74 
Paul D. White (expenses at annual meeting) .. 4.62 
Fred Adair (expenses at annual meeting)....... 117.00 
Beatrice M. Kesten (expenses at annual meeting) 24.60 
The Robbins Company (gold medal)........... 33.30 


National Physicians’ Committee (Grafton County) 75.00 
National Physicians’ Committee (Belknap County) — 30.00 
National Physicians’ Committee (Hillsborough 


ee Peon a ee 100.00 
National State Capitol Bank (service charges dur- 
ing year) .. saieth abe : eoreer 4.29 
$4510.84 
Balance January 1, 1943.... ied ie ors 248.12 
$4758.96 
Refund to New England Journal of Medicine 
(cancellation of Dr. Blank’s subscription)... 3.00 
$4755.96 


CarteTon R. Metcarr, Secretary-Treasurer 
Dr. Lord, a trustee, made a statement of fact 
regarding finances, as follows: 


Dr. Metcaif has said that our funds are going down- 
hill pretty fast. I think you know that the Society has 
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something over $20,000 in different funds, and most 
of the funds are earmarked for special Purposes, such 
as the Pray Fund and the Benevolence Fund. But 
there is the fund that we call the General Fund, total 
ing about $10,000, from which we can draw in emer. 
gencies. I should like to tell you a little of what has 
happened to the Fund. 

On May 1, 1940, the date on which the Trustees’ 
report is made up, the General Fund had on hand ap. 
proximately $11,800. On May 1, 1941, it had nd 
hand approximately $10,897. The next year,— this 
will have to be stated as of January, 1942, because we 
have changed our period, so that it is less than a vear 
—the Fund had on hand approximately $10,000, 
which is $800 less than the year before. In January, 
1943, it had on hand approximately $9192, a further 
decrease of $800. From January, 1943, to May 10, 
1943, it lost about $300 more. Thus the Fund js con. 
tinually going downhill. The total has diminished in 
a little over three years (from May 1, 1940, to May 10, 
1943) from $11,800 to $8000, or about $3000, 

The reason for this diminution is as follows: Ordi- 
narily, the General Fund is not used for the expenses 
of the Society, because those expenses are handled from 
our ordinary income, but when an emergency arises, 
the Society can vote to spend certain sums. The first 
year, $1000 was put into the General Fund itself to 
raise the total. The next year, 1941, we spent $1000 
and thereby increased the Benevolence Fund. In 194), 
we spent $1000 for the sesquicentennial celebration. 
During the past year, for the reasons that Dr. Metcalf 
gave you, we spent $1100 extra, and since January |, 
1943, we have added another $356, which is for the 
Procurement and Assignment Service. By that means, 
our total has been reduced to $3000. 

The income of the General Fund last year was 
$223. Now, if our expenses for next year are some- 
thing like $1000 or $1100, such as we paid this year 
for general expenses, plus the Procurement and As- 
signment Service, — if the latter costs what it did this 
year, —the total expenses will be about $7450. The 
income being a little over $200, we shall have a net 
loss of about $1250 during the coming year, if the 
war keeps on. 

I understand also that we have 551 members. The 
number of men in the Service is, I believe, 114. This 
leaves about 440 men who are paying dues for 5! 
members. If the net loss for the coming year is $1250, 
we shall have to pay $3 per man to make up for it 
Do you want to keep the fund up to an approximate 
$10,000? If you do, you will have to do something to 
bolster it up. 


Secretary Metcalf replied as follows: 


We hope to economize to the following extent this 
year: The Procurement and Assignment Service, ac- 
cording to Dr. Deering Smith, will be much less ex- 
pensive this year than it has been in the past. Also, 
we are having a one-day meeting, which 1s less ex- 
pensive than a two-day meeting. We have chosen all 
our speakers from New England, so that we are saving 
on the traveling expenses of men from outside cities 


like Chicago, Rochester, Minnesota, Philadelphia anc 
New York. The Auxiliary has ordinarily 
$100 toward its meeting, but this year It ! 
ceiving anything. My only other suggestion 1s 


receivec 
it is not re- 
the one 


fre 
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that I made in my address, which is the elimination 
of the New England Journal of Medicine. This would 
mean a saving of about $600 a year, but in the past 
this step has been considered penny wise and pound 


foolish. 


Dr. Johnston suggested that the dues be raised 
by the amount specified by Dr. Lord, to keep the 
organization going as before. 

Dr. Burnham asked what was the use of having 
a large General Fund if it was not to be spent in 
such times as these. He saw no occasion for alarm. 
He thought that it was permissible to raise the 
dues if necessary, but why was it essential to have 
$10,000 in the General Fund? Even if the Society 
was now spending more than usual, and the Fund 
was going down, he saw nothing to worry about 
unless it should drop to about $1000, in which 
event it could be built up. The situation would 
probably adjust itself after a fashion. The com- 
monsense thing to do was to let the Fund stay 
as it was unless it fell to a low level, when the 
members could be assessed $2 or $3 extra to bring 
the Fund up again. 

The Speaker then appointed the Committee on 
Nominations as follows: Drs. Dye (chairman), 
Burnham, Wilkins, Fitch and Beaudoin. 

The Committee on Officers’ Reports commended 
the faithful and efficient work of the Secretary- 
Treasurer, and the chairman, Dr. Peters, moved 
the adoption of that portion of the report. This 
motion was duly seconded and was carried. 

Dr. Peters then spoke as follows: 

_ The committee recognizes the continuing decrease 

in revenue of the Society, due to the war, which is 

being partially offset by the economies effected by this 
one-day meeting. It is recommended that the New 

England Journal of Medicine be continued to be sent 

to all members, including those who are in the Service. 

Serious consideration as to the raising of the dues 
must be given, because it does not seem wise to draw 


pty General Fund too heavily to make up our 
encit. 


Dr. Peters moved the adoption of this part of 
the report, and the motion, duly seconded, was 
carried, 

Dr. Peters then added that the committee rec- 
ommended that the Committee on Nominations 
this year exclude members in the Service, although 


they will be 


, properly carried on the membership 
ists, 


He moved the adoption of this part of the 


i? and the motion, duly seconded, was car- 
red, 


Reports of Councilors 


Betknap County 


é The Belknap County Medical Society held six meetings 
tom November to April, inclusive. The meetings were 
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all held at the Laconia Tavern. Dinners were served and 
were followed by programs. The meetings were well 
attended, the men from the north coming when it must 
have been a great effort. 

The society has 7 men in the armed services. This in 
a small society is very noticeable, throwing a decided 
burden on those in active practice. 

The society has 37 members. 


C. S. ApsoTtT 


Carro_t County 


We have a very small group with infrequent meetings 
of the county society as a whole, but fairly frequent, 
usually monthly, assemblies of the several hospital staffs. 

The present report largely consists of an account of the 
annual meeting of the society held on April 14, 1943, at 
Huggins Hospital, Wolfeboro. The exigencies of the 
war, as expressed by restrictions in travel and more work 
for the fewer physicians left at home, have prevented 
more meetings of our society this year. It was unani- 
mously voted that the secretary remit $1 per capita of the 
membership of the society to the National Physicians’ 
Committee as a contribution and as an expression of ap- 
proval of the fine work it has done. 

A motion that the society go on record as approving 
the Medical Insurance and Enabling Act now under con- 
sideration by the New Hampshire State Legislature was 
unanimously carried. 

The following officers for the ensuing year were unani- 
mously elected: Drs. F. J. C. Dube and W..J. P. Dye, 
delegates to the annual meeting of the New Hampshire 
Medical Society; Dr. Dube, president; Dr. Ralph W. 
Tuttle, vice-president; and Dr. Charles E. Smith, secretary- 
treasurer. 

A talk was given by Dr. Dye covering the war-sessions 
meeting of the American College of Surgeons held in 
Boston on March 15, 1943. Various medical facts con- 
cerning military and naval medicine that had brought 
forth new procedures because of wartime problems were 
discussed. 

A thorough discussion of the value of the Stader ske- 
letal traction, reduction and immobilizing splint, in which 
the patients have free motion of the joints above and be- 
low the fracture and are largely ambulatory, was pre- 
sented through reports of the Navy medical officers who 
participated in the Boston meeting. It appears that this 
may be a great advance in the treatment of fractures pro- 
vided the excellent results shown in the large number of 
cases now treated and under observation by the Navy 
Medical Corps continue to be obtained. 

The wartime trends of medical education, whereby all 
medical students will be enlisted in a branch of the 
armed forces with their tuition paid by the Government, 
were brought out. Further mention was made of the help 
that nurses’ aides and other voluntary organizations are 
giving to depleted hospital personnel. 

It was stressed that Civilian Defense has accomplished 
a great deal in the organization of communities for dis- 
asters, as aptly proved by the excellent management of 
the Cocoanut Grove fire, and it was hoped that practice, 
interest and study would be continued along these lines. 

At the same meeting Dr. Frank H. Lahey, chairman 
of the Directing Board of the Procurement and Assign- 
ment Service, gave some interesting and instructive re- 
marks concerning the operations of this committee. He 
stated that Massachusetts, Connecticut and New York. 
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which are largely metropolitan and urban districts, were 
considerably behind in their quotas of physicians for 
the armed services. It was noted that the medical profes- 
sion had been given the privilege of classifying its own 
members as available or essential, and to date the majority 
of men so classified as available, except in the three states 
above mentioned, had promptly voluntarily applied for 
their commissions, so that quotas for last year were met. 
Dr. Lahey voiced the hope that quotas would be met this 
year in the same voluntary fashion, so that the members 
of the medical profession would prove worthy of the 
privileges conferred upon them, but he warned that if 
quotas were not met, some compulsory method might be 
instituted to supply Army and Navy medical officers. 

, W. J. Paut Dyz 


CHESHIRE COUNTY 


The Cheshire County Medical Society held two well- 
attended meetings during the past year. 

The spring meeting was held at the Eliot Community 
Hospital. At this meeting papers were read, and discus- 
sions followed each paper. After the meeting, dinner 
was served by the hospital to all members of the so- 
ciety. 

At the second meeting no papers were read but the 
time was given to discussion of local and state medical 
questions. Six members of our society have joined the 
armed forces, 5 from Keene and | from Troy. 

The secretary reported that all the doctors in the coun- 
ty belong to the society and that all are in good standing. 

Joun J. BrosNAHAN 


Coos County 


The officers of the society, after conferring together, 
decided not to hold a meeting this year, largely owing to 
difficulties of travel and the unavailability of a speaker. 

The society has 6 members serving in the armed forces, 
and there are 2 nonmembers so engaged. 

The former officers are serving the society for another 
year. 

Ricuarp E. Wiper 


GraFTon County 


The Grafton County Medical Society has continued 
its policy of holding two meetings each year. 

At the regular business meeting held at Hanover in the 
fall, 3 new members were elected. It was voted to con- 
tinue participation in the program for medical care spon- 
sored by the Farm Security Administration. A contribu- 
tion of $75 to the National Physicians’ Committee was 
voted, 

A discussion on “Virus Pneumonia” was presented by 
Drs. Sven Gundersen and Colin C. Stewart, Jr., of the 
Hitchcock Clinic. 

The spring meeting will be held at Hanover on April 
28, 1943. The program will consist of a discussion on 
infantile paralysis. 

ArtHur W. BurnHaM 


HiLtssorouGH County 


The Hillsborough County Medical Society has changed 
its former time of meeting, and has instituted evening 
meetings following a dinner. 

The business meeting was held in the fall at Man- 
chester, New Hampshire, with 75 members present. New 
officers were elected as follows: Dr. G. Hoffses, president; 
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and Dr. S. Fraser, vice-president. Dr. Charles Par. 
head of Civilian Defense for New Hampshire oe 
brief outline of the work in this state. President Thibe 
deau introduced Dr. Dudley Ricker, regional medical ob 
ficer, who gave a fine talk on preparations being vile’ 
for civilian defense in this corps area. 

The 1943 spring meeting was held at the Nashua Coun 
try Club, with Dr. Hoffses presiding. Reports showed that 
we have 146 members and that 34 of these are in the 
armed services, which is about 25 per cent of the mem. 
bership. 

The medical program was conducted by the Medical 
Department of Grenier Field, and was participated in by 
Lieutenant-Colonel Fresh, Major Hubbard and Lieutenant 
Reitz, Captain Hardenbrook, Captain Driggs and Lieuten. 
ant Hermann. Captain Coughlin, Major Tate, Major 
Babson and Captain Butterfield also participated. This 
proved to be a most interesting program, and the society 
suggests that some other county society put on a similar 
program. 

During the past year we have lost 2 members: Dr, Her. 
bert S. Hutchinson, of Milford, the second oldest member 
in the society, and Dr. Norman D. Webber, of Man. 
chester. 

We have the largest membership in the history of the 
society, and attendance at our last meeting excelled all 
others. 


C. O. Cosurn 


MERRIMACK CouNTY 


a 


A social meeting was held on July 7, 1942, at the 
Franklin Country Club, with 25 members present. A 
demonstration of resuscitation was given. Dr. Chancy 
Adams acknowledged a gift as a member of fifty years’ 
practice. 

At a meeting on October 6, 1942, at the Eagle Hotel, 
Concord, Major W. W. Babson, M.C., U.S.A., discussed 
the present-day treatment of burns. 

The annual meeting was held on January 5, 1943, at 
the Eagle Hotel, Concord. It was voted to send a mes- 
sage of sympathy to the family of Dr. A. K. Day. Three 
new members were admitted to the society. Dr. Metcalf 
spoke on group hospitalization. 

A meeting was held on April 6, 1943, at the Eagle 
Hotel, Concord. It was voted to hold the summer mett- 
ing at New London. Major John S. Wheeler, state medi- 
cal director of Selective Service, discussed some medical 
problems in connection with his organization. Mr. Spauld- 
ing, New Hampshire director of the Blue Cross, ¢x- 
plained the system of hospitalization. 

The following members are in the Service: Donald 
Barton, Lee C. Bird, John H. Branson, Warren H. But 
terfield, Eugene Chamberlain, Joseph M. Clough, Carl A. 
Dahlgren, Raymond P. Galloway, MacLean J. Gill, 
Thomas J. Halligan, Oliver S$. Hayward, Philip M. L. 
Forsberg, Harold D. Levine, Joseph McCarthy, J. K- 
McLeod, Herbert B. Messinger, J. Dunbar Shields, Ells- 
worth M. Tracy, Jules Weinberg and John S. Wheeler. 

Warren H. Burt terriel) 


RocKINGHAM COUNTY 
The annual meeting of the Rockingham County Med- 
cal Society was held on October 28, 1942, at the Ports- 
mouth Hospital. Twenty-six members were present At- 
ter the usual business meeting, lunch was served by the 
hospital. 
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Two interesting papers were presented, one by Dr. J. F. 
Holmes, Manchester, on “Slipping Rib Cartilage,” and 
the other by LieutenantCommander E. Ross Mintz 
(M.C.), U.S.N.R., on “Some Urologic Aspects.” 

The date for our spring meeting has not been selected. 

Crron W. Cosy 


STRAFFORD CouUNTY 


For the year 1942 the society had 28 active and 6 affili- 
ate members. Four members are in the United States 
Army and 1 is serving with Pan American Airways in 
Africa. 

The annual meeting was held on October 28, 1942, 
at the Lincoln House, Dover. There were 23 members 
and guests present. Dr. H. Bristol Nelson of the Boston 
Lyingin Hospital spoke on “Everyday Problems in Ob- 
stetrics,” 

The spring meeting, to be held on April 28, is now be- 
ing planned. It is expected that we shall be forced to 
accept educational films in lieu of a speaker. 

In accordance with the action taken last year in the 
House of Delegates of the New Hampshire Medical So- 
ciety, $1 for every active member has been sent to the 
National Physicians’ Committee. 

There were no deaths among our members during the 
fiscal year, nor were there applications for membership. 
There is one request for transfer from York County 
(Maine) to be acted on at our next meeting. 

J. A. Hunter 


SuLLIVAN CouNTY 


The Sullivan County Medical Society held three _meet- 
ings during the past year. 

The first meeting, held in Claremont, consisted of the 
election of officers and routine business, including a dis- 
cussion of the man-power problem, in view of doing our 
part in supplying doctors for the armed forces. 

The second meeting, in June, was a joint meeting with 
the Grafton County Society, addressed by Dr. Deering 
Smith on “Procurement and Assignment.” 

The third meeting, in Claremont, was a symposium on 
infectious diseases, led by Dr. Edward Pease, of Boston. 

These meetings were all well attended, and much in- 
terest was shown in keeping the society in touch with the 
state problems. 


Emery M. Fircu 


Dr. Putnam then made his report as chairman 
of the Committee on Communications and Me- 
morials, He first presented a communication from 


the New Hampshire State Department of Public 
Welfare. 


Dear Dr. Metcalf: 


In accordance with an established plan of rotation, 
Dr. John A. Coyle, of Hanover, and Dr. Raymond 
Ingalls, of Berlin, are retiring as members of the Medi- 
cal Advisory Committee on Eye Conditions, which as- 
sists the Department of Public Welfare in adequately 
handling medical matters in connection with the state’s 
blind aid and prevention-of-blindness program. 

To replace Dr. Coyle and Dr. Ingalls, the depart- 
ment recommends Dr. Hermann Burian, of Hanover, 
and Dr. Edward McGee, of Berlin. Both doctors 
have accepted our invitation to serve. In order that 


NEW HAMPSHIRE MEDICAL SOCIETY 337 


the records may be kept up to date and the state medi- 
cal society may be kept informed on all departmental 
matters relating to the medical-care field, I am writing 
to request that the House of Delegates approve Dr. 
McGee’s and Dr. Burian’s acceptance of an appoint- 
ment to this committee. 
(Signed) Ermer V. Anprews 
Commissioner 


On motion duly made and seconded, it was voted 
that the House of Delegates approve Dr. McGee’s 
and Dr. Burian’s acceptance of their appointment 
to the Medical Advisory Committee on Eye Con- 
ditions. 


Dr. Putnam then presented a letter from the 
New Hampshire Hospitalization Service. 


89 North Main Street, Concord 
January 12, 1943 
Dear Dr. Metcalf: 

It is the desire of the New Hampshire Hospitaliza- 
tion Service to secure the full approval of the New 
Hampshire Medical Society for its activities in the 
State. 

As you know, the Blue Cross is established as a 
nonprofit corporation, is operated as a public service, 
and has met all the requirements of the American 
Hospital Association, and has received the approval of 
that organization. It has been approved by the New 
Hampshire Hospital Association. 

We would also like your permission to inform the 
public of your approval. 

If there are details of our corporate structure or 
purpose on which you desire information, I would be 
very glad to provide it. 

(Signed) R. S. SpauLpinc 
Executive Director 


Dr. Putnam recommended the approval of the 
hospitalization plan, and the motion, duly  sec- 
onded, was carried. 


Dr. Putnam then presented a letter from the 
National Conference on Medical Service. He 
said that the main purpose of the letter seemed to 
be the seeking of approval of a resolution that 
would authorize a Committee on Medical Service 
of the American Medical Association, which would 
have some sort of liaison office in Washington for 
the purpose of improving medical-service care. 
The letter was accompanied by the following res- 
olution: 


Wuereas, Social and economic changes have altered 
the lives of our citizens, and the federal government 
has found it necessary to issue directives from time to 
time, we as physicians believe that it is our duty to take 
a more active part in the creation of such regulations 
as affect the practice of medicine; therefore, be it 


Resotven, That this National Conference on Medi- 
cal Service go on record as favoring the immediate 
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development of a stronger national economic and legis- 
lative policy governing the practice of medicine and 
that such a policy be integrated with each state and 
county, and be it further 

Resotven, That the expression of this National Con- 
ference on Medical Service be submitted to the Board 
of Trustees of the American Medical Association, ad- 
vising them that this resolution, or a similar one, will 
be submitted to the delegates of the American Medi- 
cal Association at their next annual meeting. 


Dr. Putnam said that the Committee on Commu- 
nications and Memorials had no recommendations 
on this particular letter. On questioning by the 
speaker, Dr. D. G. Smith replied that he had noth- 
ing to say regarding the communication. Dr. 
Putnam added that, included with their letter was 
a resolution that they proposed to the House of 
Delegates of the American Medical Association, 
to be submitted to that body at the annual meet- 
ing. (Dr. Putnam then read the letter.) 

In answer to a question, Dr. Putnam stated that 
approval of this resolution was sought. It was to 
be forwarded to the National Conference of Med- 
ical Service, and the resolution would then be 
presented to the House of Delegates of the Ameri- 
can Medical Association at its annual meeting. 


Dr. Dwinell expressed the opinion that the 
American Medical Association was opposed to the 
presence of any legislative or lobbying organiza- 
tion in Washington. He believed that the pur- 
pose of the National Conference on Medical Serv- 
ice was to place in Washington some such group 
that was not connected with the American Medi- 
cal Association. 

The speaker requested Dr. Putnam to talk the 
matter over with Dr. D. G. Smith and make a 
report in the morning. 

Dr. Putnam, speaking in behalf of the Com- 
mittee on Communications and Memorials, then 
recommended that the House of Delegates of the 
Society be put on record as favoring the basic 
principle of having a liaison representative in 
Washington. This he thought should be done 
either through existing committees or in a man- 
ner deemed best by the American Medical Asso- 
ciation. 

Upon motion duly made and seconded, the re- 
port of the Committee on Communications and 
Memorials was accepted. 

Dr. Woodman then made his report as chair- 
man of the Committee on Amendments to the 
Constitution and By-Laws, as follows: 


Last year, there were two changes in the by-laws 
which would change the wording in two sections. One 
was that Chapter VIII, Section 10, be amended to read 
as follows: 
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The Committee on Mental Hygien¢ 
of three members, whose duties shall be to study this 
special subject, co-operate as far as possible with 
the heads of the state institutions under medical 
supervision, and report to the Society. 


hall consist 


This leaves out the word “Social” and makes jt 
strictly a committee on mental hygiene. 

Then, there was another change; it was recommend. 
ed that the Committee on Medical Education and 
Hospitals should consist of three members, This 
change was in Section 12, 

Those were changes in the by-laws, and they were 
consummated by being permitted to lie over one day. 

A change in the constitution proposed by Dr. Smith 
is to the effect that Article XII be deleted. Article XI 
reads as follows: 


Article XII. New England Medical Council, 
This Society shall be privileged through its House 
of Delegates to join with other New England state 
medical societies, and to participate in the activi- 
ties of the New England Medical Council. 

The New Hampshire Medical Society shall be 
represented in this body by the President, Secretary. 
Treasurer and three delegates-at-large. The three 
delegates-at-large shall be appointed by the President, 
one for one year, one for two years, one for three 
years; annually thereafter he shall appoint one for 
three years. 

This, apparently, should be acted on at this meeting. 

A change suggested by Dr. Wilkins is that Article 
XIII of the constitution be made Article XII. This 
should also be acted on at this meeting. 


On the recommendation of Dr. Peters of the 
Committee on Officers’ Reports, it was voted that 
the report of the Committee on Amendments to 
the Constitution and By-Laws be accepted as read. 

On motion of Dr. Wilkins, the changes in the 
constitution as presented by Dr. Woodman were 
adopted. 

A verbal report of the Committee on Child 
Health by Dr. Colin C. Stewart, who was unable 
to file a written report, was accepted on the rec- 
ommendation of the Committee on Officers’ Re- 
ports. 

The report of the Committee on the Control of 
Cancer was presented by the chairman, Dr. Wil 
kins. 


Report of the Committee on the Control of Cancer 


Three short letters giving information on three pet 
tinent aspects of cancer control were sent to every physi- 
cian in New Hampshire. Of the three letters, perhaps 
the most important for reference filing was a concise 
but comprehensive discussion of biopsy methods, instruc- 
tion in taking biopsies, where to take them from and 
how they should be prepared if mailed to a laboratory. 
The importance of a brief but good history, with the 
patient’s name, age and a description of the tumor, was 
noted. Another letter described proper methods of & 
amining and taking biopsies from women with abnormal 
flowing. The purpose of this letter was to explain not 
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oly how to determine the cause of bleeding but to state 
emphatically that no patient should be treated with x-ray 
therapy for abnormal bleeding without preliminary exam- 


ination of the cervix; if no disease was discovered there, 
the uterus should be curetted under general anesthesia 
and a pathological report should be awaited before pro- 
ceding with any treatment. Too many cases have been 
observed where cancer of the cervix or fundus has not 
been discovered until too late for successful treatment, 
both the patient and the doctor having been lulled into 
a feeling of false security because irradiation temporarily 
stopped flowing. The third letter discussed carcinoma of 


the vulva and stressed particularly the necessity of a radi- * 


ail cases, with later node dissection 
on the affected side. It was explained that incomplete 
operation almost invariably is followed by recurrence. 
We hope these letters may be useful in bringing some- 
thing new or something that has been forgotten, to the 
attention of the busy physician or surgeon. The sub- 
jects that have been discussed in all our letters since 1934 
have been on phases of cancer diagnosis or treatment 
that, from observations made in clinics and laboratories, 
have shown the need for further education of the physi- 


cal vulvectomy in 


cian. 

The fourteen diagnostic clinics and treatment centers 
have continued their excellent work. Twelve years ago 
there were one cancer clinic, one supply of radium and 
three deep-therapy x-ray machines in the state. Today 
there are fourteen clinics, of which seven are treatment 
centers. 800 mg. of radium available and 
there are ten deep-therapy machines. New Hampshire 
has more cancer clinics per population than any other 
state, and eleven of the fourteen clinics have been ap- 
proved by the American College of Surgeons. Transpor- 
tation difficulties have reduced the number of patients 
coming to the clinic, not so much among those with 
cancer, but it has reduced the number of those not actu- 
ally having cancer, and unfortunately it is difficult for 
patients who have been treated to return regularly for 
check-ups. Last year 54 per cent of the new patients 
examined in the clinics had cancer, compared with 36 
per cent in 1934, 

The Women’s Field Army continues its important and 
notable work in carrying out its educational program 
among the laity, through the distribution of thousands 
of pamphlets, arranging cancer talks before groups, radio 
broadcasts and moving pictures before groups and in 
schools. Many physicians have given talks before groups 
and on the radio, The Women’s Field Army also as- 
sumes the expenses of transportation of many indigent 
patients to and from clinics and hospitals. Another ac- 
ity is making surgical dressings for indigent cancer 
patients. These dressings are made from old cotton and 
linen combined with cellucotton. 

The Executive Committee of the Women’s Field Army 
will soon consider the advisability of establishing a fund 
from which amounts may be drawn to cover the expenses 
incident to a three or four weeks’ training course in can- 
cer diagnosis and treatment. It is suggested that this be 
offered to physicians associated with our cancer clinics 
and selected by the hospital staffs. It is believed that the 
use of this money to carry on further education of physi- 
‘ans interested in cancer and its treatment would be an 
admirable way to return to the citizens of the state some 
of the investments made in the work of the Women’s 
: op pane This will require acceptance of the plan 

lospitals, the American Society for the Control of 
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Cancer and certain teaching hospitals with large cancer 
services, 

The Women’s Field Army constantly urges periodic 
physical examinations as one way of discovering cancer 
early, and the medical profession can aid this recommen- 
dation by hearty approval of the principle and by giving 
a really thorough and comprehensive examination when 
requested. 

Your committee spent $40.80 for printing, stationery 
and postage. The balance of our $50 appropriation has 
been returned to the treasurer. We request an appro- 
priation of $50 for the coming year. 

Grorce C, Wirkins, Chairman 
Ratpu E. MItrer 
Georce F, Dwinett, Secretary 


Dr. Peters, speaking for the Committee on Off- 
cers’ Reports, recommended that the Committee 
on the Control of Cancer encourage the proposal 
that physicians associated with cancer clinics be 
assisted in the manner contemplated by the Ex- 
ecutive Committee of the Women’s Field Army, 
which would cover expenses for a three to four 
weeks’ training in cancer diagnosis and treatment. 
The motion was carried. 

The Committee on Officers’ Reports further rec- 
ommended that the request for an appropriation 
of $50 for the ensuing year be approved. The 
motion was also carried. 

The report of the Committee on Medical Eco- 
nomics was made by Dr. Leslie K. Sycamore. 


Report of the Committee on Medical Economics 


National Physicians’ Committee. The work of the Na- 
tional Physicians’ Committee for the Extension of Medi- 
cal Service is of continuing importance and your com- 
mittee makes the same recommendation as last year: that 
a contribution of $1 per capita be made by each county 
society, to be transmitted to the National Physicians’ Com- 
mittee through the treasurer of the New Hampshire Med- 
ical Society. 

Prepayment Medical Service. As directed by the House 
of Delegates at its last session, an enabling act was in- 
troduced into the present session of the Legislature and 
has been passed by both houses. This act permits the es- 
tablishment, under regulation of the State Commissioner 
of Insurance, of a medical-service corporation for furnish- 
ing medical care on a prepayment insurance basis. Your 
committee has continued its study of such plans as are 
now in existence and recommends that a definite plan 
be drawn up for the establishment of a medical-service 
corporation in New Hampshire, such plan to be submit- 
ted to the next meeting of the House of Delegates for its 
approval. 

Medical Care Program for Farm Security Clients. 
This program continues to function satisfactorily in 
Grafton and Cheshire counties, with 100 per cent pay- 
ment of bill for physicians’ services during 1942. 

Lestie K. SYCAMORE 
Francis J. C. Duse 


Dr. Peters for the Committee on Officers’ Reports 
moved the adoption of that portion of the report 
relating to the work of the National Physicians’ 
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Committee. The motion, duly seconded, was 
carried. 

Dr. Peters said that in view of the fact that 
the enabling act has since become a law, it was 
recommended by the Committee on Officers’ Re- 
ports that a definite plan be drawn up by the 
Committee on Medical Economics and Mr. Sullo- 
way for the establishment of a medical-service 
corporation in New Hampshire and that such 
plan be submitted to the next session of the 
House of Delegates for its approval. He moved 
the adoption of this portion of the report. 

Dr. Metcalf then spoke as follows: 


This enabling act, which has been signed by the 
Governor, permits any corporation to work out this 
particular problem of prepayment of all medical care 
on the insurance basis under the supervision of the 
Commissioner of Insurance. The Blue Cross, which 
has a hospitalization plan, is interested in this. I do 
not know, if they undertake it, when they will want 
to do so. It is perfectly possible that they might like 
to get going before the first of the year, or before the 
expiration of another year. 

If any corporation wishes to undertake this plan, it 
may be desirable to get in touch with it and have a 
perfectly definite plan worked out before the next 
meeting of the Society. In other words, it is going 
to delay the whole thing a year if we turn it over to 
the Committee on Medical Economics and have them 
report a year from now, and then work out something 
with some corporation. If any plan is adopted, of 
course, it must be one that will appeal to the doctors, 
and that will have a sufficiently low premium rate so 
that it will appeal to the public, and there are many 
details with which the insurance companies are fa- 
miliar that must be incorporated and must be studied. 
Shall these patients be patients in hospitals? Shall 
such a plan provide for house visits and office visits? 
Shall it provide for x-ray work? All these details have 
to be worked out. 

The thing has to be on a basis which can be sold 
to the public in groups and which will also ensure a 
fee that is adequate for the doctor, and that will not 
be any cut-rate proposition. 

I do not know the best way to go about it. There 
is a question in my mind whether the thing ought not 
to be expedited as much as it can be, if the plan is 
going to come to fruition, 


Dr. Wilkins thought that the simplest procedure 
would be to work with the Blue Cross represen- 
tatives who were handling the hospitalization 
problem in New Hampshire. He said that in 
Massachusetts, the Blue Shield was being conduct- 
ed through the office of the Blue Cross, and that 
since prepayment hospital insurance was already 
in operation in the State, he was inclined to think 
that probably it would work out better if co- 
operation could be obtained with that group to 
carry on this work. 
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: Dr. Sycamore said that it was the opinion of the 

Committee on Medical Economics that to draw 
up such a program would require considerab| 
time and that it could be expedited if Settiniey 
It was felt that it was an important enough po. 
gram, so far as the medical profession was cop. 
cerned, to be brought before the House of Dele- 
gates and approved before any such plan could 
be put forth. If the House of Delegates thought 
that such a program should be expedited, a spe- 
cial meeting of the House could be called for + 
purpose. It was a part of the provision of the 
enabling act that the Trustees must be approved 
by the New Hampshire Medical Society, and this 
would have to be done before any such plan could 
be started. It had been the experience in places 
where such plans were functioning that the sim- 
plest way to handle them was through the Blue 
Cross, if that organization was working in the 
state in which the plan was introduced. Such 
a procedure could probably be worked out in 
New Hampshire. 

Secretary Metcalf said that after talking with 
Mr. Spaulding, the Blue Cross representative, he 
had decided that any committee — the Committee 
on Medical Economics, if it drew up the plan— 
ought to go over the situation with the insurance 
people, because Mr. Spaulding had pointed out to 
him various things from an insurance standpoint 
that had not occurred to him. The plan might 
have to be worked out through the county socie- 
ties rather than through the State Society, because 
the bill specified that 50 per cent of the men in 
a given area must sign up for the plan if it was 
to be put into effect in that area. He did not 
know what an area was, but supposed that a logi- 
cal one would be a county. He suggested that the 
Committee on Medical Economics might go over 
the whole thing with the Blue Cross and draw 
up some scheme that they thought was workable 
and that the committee thought would appeal to 
the doctors. They could determine what an area 
was and so forth, so that when the plan was re- 
ported to the Society a year later, it would be a 
full-fledged one that would stand up under criti- 
cism. 

Dr. Sycamore replied that that was the inten- 
tion of the recommendation. 

Dr. Peters asked when the plan must be re- 
ported, and whether it was proposed to hold a 
special session. Secretary Metcalf thought that 
this question would rest with the Committee on 
Medical Economics. A special session would 
difficult to organize. 

Dr. D. G. Smith proposed that a copy of the 
plan be submitted to the House of Delegates in 
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advance of the next session so that it would have 
an opportunity to go over it. 

Dr. Wilkins pointed out that this would cause too 
much delay, and proposed that the committee study 
the proposal and make a report on it. They 
might be able to make a report in six months and 
send a printed report to the House of Delegates, 
and possibly get some action. This would be 


preferable to delaying the matter, for a whole year. 


President Rock suggested that the Committee 
on Medical Economics and the officers of the 
Society take the matter up and make an early 
report. 

Dr. Peters felt sure that if such an amendment 
was made, the Committee on Officers’ Reports 
would concur. 

Secretary Metcalf asked whether the time ele- 
ment could be omitted, and the committee and 
oficers asked to report either at a special session 
or at the next regular session. 

Dr. Wilkins thought that this would be ae- 
ceptable. 

Speaker Parsons asked Dr. Smith to withdraw 
his motion, with Dr. Dye’s permission, and re- 
state it with this qualification. 

Dr. Smith agreed that the next session might 
be a regular session or a special session. 

Dr. Wilkins said that he believed the Presi- 
dent’s suggestion should be embodied and that the 
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Committee and the Officers of the Society should 
work on this proposition. 

Dr. Peters presented a new recommendation, 
namely, that a definite plan be drawn up by the 
Committee on Medical Economics, with the off- 
cers of the Society, for the establishment of a 
medical-service corporation in New Hampshire, 
such a plan to be reported as early as possible. 

A member asked whether the plan would have 
to be ratified by the Society as a whole or simply by 
the Delegates. Speaker Parsons replied that rati- 
fication would be by the Delegates only, since 
they are the governing body. 

Dr. Fitch agreed with the Secretary that a spe- 
cial session was difficult to manage, and asked 
whether, if the matter could be expedited so that 
it could be handled by the committee and the 
officers, as adequate an opinion could be obtained 
from the Society as would be done by calling a 
special session. 

Dr. Dye asked whether it was possible to decide 
by a nonassembled vote. Dr. Smith then moved 
that the plan after being proposed by the com- 
mittee be submitted to the members of the House 
of Delegates for their approval or disapproval, by 
a nonassembled vote, and that the House of 
Delegates authorize the action of the members in 
this nonassembled group in advance. The motion, 
duly seconded, was carried. 


(To be concluded) 
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CASE 2923 
PRESENTATION OF CASE 


A. seventy-five-year-old physician entered the 
hospital because of a painless mass in the upper 
abdomen. 

He had been in excellent health until eight 
years prior to admission, at which time, while 
riding in the back seat of a car, he received a 
heavy jostling in going over a bump; he felt as if 
something had been torn loose in his upper abdo- 
men. Three years before entry he noted a firm 
mass in the epigastrium. Two years before entry 
he overworked during the remodeling of his house 
and had an attack of midepigastric pain, which 
radiated toward both flanks. This was followed 
by several attacks of faintness and sweating, one of 
which occurred after a home obstetric case in 
which the delivery was performed on a low bed, 
and was associated with some vertigo and ringing 
and pulsating in the ears without deafness. He 
was seen by a physician, who advised rest. This 
he did for two weeks but then resumed his normal 
busy life. He was free of pain until fourteen 
months before admission, when he again strained 
himself while working about his car. He had 
epigastric pain radiating to the right and left. This 
time the pain was much severer. It gradually sub- 
sided, however, after he had rested for a week. In 
the interim the abdominal tumor had steadily in- 
creased in size so that when he sat in certain posi- 
tions he had an annoying sensation. There was 
no history of disturbances of appetite or bowel 
movements. No weight loss was noted. 

He had had typhoid fever at the age of twenty- 
five. 

Physical examination showed a tall, large-boned 
man in no discomfort. Hyperkeratotic lesions were 
present over the dorsum of both hands. The lungs 
were hyperresonant. The cardiac borders could 
not be determined because of emphysema. The 
heart sounds were normal in volume, rate and 
rhythm. There was a blowing systolic murmur, 
best heard in the aortic area. The second sound 
was snapping. The upper abdomen was protu- 
berant. A large, firm, irregular, movable mass 


*On leave of absence. 
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about 15 cm. in diameter was palpable in the uppe 
midabdomen. It was nontender and the abdo 
inal wall was movable over it wi 
strong aortic pulsations. 

The blood pressure was 170 systolic, 100 diastolic 
The pulse was 80 and of large volume. The sm 
perature and respirations were normal. 

On the evening of admission, about three hours 
after having been examined, the patient asked for 
an ampule of Coramine. He was found to be 
perspiring profusely. His skin was pallid, cold 
and wet. He was extremely weak and felt faint 
He had a desire to move his bowels and passed a 


- It transmitted 


small semisolid fecal mass, which was guaiac neg- 
ative. The pulse was 64, the blood pressure 100 
systolic, 70 diastolic. One-sixth grain of morphine 
was administered. The patient remained pallid 
throughout the night. Early the next morning 
the blood pressure was 66 systolic, 30 diastolic, and 
the pulse below 70. His condition steadily im- 
proved in the next twelve hours. 

An electrocardiogram on the day following ad- 
mission showed a normal rhythm. The rate was 
70. The PR interval was 0.2 second. The T 
waves were upright in Leads 1 and 2 and low in 
Lead 3. There was slight sagging of the ST 
segment in Leads 1 and 2. There was some evi- 
dence of left-axis deviation. In the chest leads, the 
QRS waves were normal and the T waves showed 
slight late inversion in CF2 and were upright in 
CFs, and CFs. 

The white-cell count was 6500, with 72 per cent 
neutrophils; the hemoglobin was 9.8 gm. There 
was moderate achromia, as well as variation in 
size and shape of the red blood cells; the platelets 
were diminished. The blood nonprotein nitrogen 
was 42 mg. per 100 cc. The urine was normal. 

X-ray examination of the abdomen showed a 
large homogeneous soft-tissue mass extending from 
the epigastrium to the iliac crests, apparently dis- 
placing the transverse colon downward. The he- 
patic and splenic shadows were not identifiable. 
The left kidney shadow was clear; the right could 
not be visualized. 

The patient was transfused with 500 cc. of blood, 
and an abdominal exploration was performed on 


the fifth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Arruur W. AtteNn: I just asked Dr. C. Sid- 
ney Burwell what he thought about the electroca’- 
diographic findings and he said that they were """ 
very exciting. That is as far as he would go. Sur- 
geons are not supposed to know how to interpret 
these readings. We have the interpretation made 
for us by the internists, so I shall accept Dr. Bur 
well’s opinion. 
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May we see the x-ray films? 

Dr. Mitrorp Scuutz: This shadow represents 
the very large, upper abdominal mass. You can 
ee the psoas contours through it, so that I sus- 
pect it does not arise in the retroperitoneal area. 
The kidneys are visible and not enlarged. I be- 
lieve that this shadow up here is the spleen. If 
it is, it is not enlarged. The lateral film is some- 
what thin and shows the mass to extend almost to 
the anterior abdominal wall. There are no areas 
of calcification. When one holds the film obliquely 
one can just make out the spine, in which there 
appears to be no erosion. 

Dr. AtteN: We have, then, this well-preserved, 
hard-working physician, aged seventy-five, who 
gives an extraordinary story of possible trauma to 
some organ in the upper abdomen. When I first 
glanced at this protocol I thought this might be 
quite simple and that we were dealing with a 
large abdominal aneurysm — a not too uncommon 
finding in people who have arteriosclerosis. I note 
in the record that the aortic pulsations were trans- 
mitted vigorously through this tumor, but nothing 
is said about lateral expansion, and I have to as- 
sume that it was not expansile. Also, from the 
size of the mass alone I think that one could feel 
quite sure that this was not an abdominal an- 
eurysm. I have never seen an aneurysm so large 
as this, provided that this whole shadow, which is 
larger than a dinner plate in diameter, is the mass 
that is described. Therefore, I think I shall have 
to assume that this was probably not an aneurysm. 

What sort of mass could develop over a period 
of eight years, known to be present for at least 
three years by the patient himself, and from what 
organ could it arise? One immediately thinks of 
the possibility of a large pancreatic cyst, which 
would fit the location quite well and conceivably 
might coincide with the history of trauma. In the 
beginning of this story one might try to associate 
these periods of vasomotor collapse with some pan- 
creatic disturbance. On the other hand the tumor 
is not consistent with the type of pancreatic 
tumor that ordinarily produces such marked and 
transient changes in the vascular bed. 

There is the possibility that this tumor became 
acutely enlarged from hemorrhage following ad- 
ditional trauma. On at least three occasions when 
he worked too hard or strained or injured him- 
self, acute episodes occurred. Pressure from sud- 
den enlargement before nature could adjust the 
Yasomotor system might explain the attacks of 
‘yncope. There is the possibility that these periods 
of faintness and sweating, certainly the one asso- 


ciated with a definite lowering of the blood pres- 
sure, were 


associated with this “nonexciting” elec- 
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trocardiogram. I am not competent to pass on 
that, but I should rather expect that they had 
nothing to do with any change in the heart or 
in the heart muscle. 


Other tumors in this region must be considered. 
The roentgenologist kindly points out that one 
can see through the tumor wall, which suggests 
that it might be cystic. He also points out that 
the spleen has a normal shadow in its proper posi- 
tion. The location of the mass is against its being 
a tumor of the spleen or liver. It is fairly centrally 
placed, whereas one would expect it to be more 
lateral if it arose from either of these organs. 
Therefore, I think we cannot expect it to be a cyst 
of the spleen, liver or kidney, but we must con- 
sider the possibility of a mesenteric cyst. Mesen- 
teric cysts are not frequent but they do occur. 
They are painless to palpation unlike lymphoma- 
tous masses, which are always tender to palpation. 
They do have a tendency to produce some diges- 
tive symptoms on occasion. A cyst of the gastro- 
colic mesentery, for example, could perfectly well 
displace the colon downward. There is perhaps 
some shadow here of the colon, which suggests 
that it has been pushed downward. I do not par- 
ticularly see why the colon should have been 
pushed down into the pelvis by a pancreatic cyst, 
although an attachment could have been effected, 
possibly from an inflammatory process. 


That is about as far as I can go. Obviously this 
was not considered to be an aneurysm. I shall 
choose as my first diagnosis a mesenteric cyst, and 
as a second choice a pancreatic cyst. 

Dr. Benjamin CastteMan: How do you ac- 
count for the three episodes that he had? 


Dr. Auten: Lots of people have episodes of 
collapse and fainting from one cause or another 
that are not easily explained, particularly people 
in this age group. But I accounted for it on the 
basis of sudden increase in the size of the tumor 
from hemorrhage into it, owing to injury, over- 
work or strain. This might have produced an in- 
crease in size that was too difficult for the vaso- 
motor or sympathetic system to adjust immedi- 
ately. 

Dr. Castteman: Dr. Sweet operated on this 
patient with a preoperative diagnosis of cyst of 
the omentum. Perhaps he will tell us more about 
it. 

Dr. Ricuarp H. Sweet: It is too bad they ac- 
cepted the house officer’s physical findings, be- 
cause I was certain that it was not a cyst. The pa- 
tient’s own diagnosis was cyst of the mesentery. To 
me, the mass felt like a solid tumor, although I did 
not know where it came from. It could be moved 
from side to side, but not into the lower abdomen. 
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When it was placed over the aorta, it transmitted 
pulsations readily; when it was taken off the aorta, 
pulsations could not be obtained. Since it would 
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narrow pedicle but by a broad base measuring at 
least 20 cm. across and 5 to 7 cm. deep. Of course 
the tumor was removed. The patient left the 

















Ficure 1. Photograph of the Tumor. 


not go into the lower abdomen, I knew it was 
attached to something higher up. 

Another point of interest was that when the 
patient had this collapse in the hospital I called 
in a member of the staff who had seen him during 
two or three similar episodes at home. He thought 
the attack was cardiac in origin. He could not 
give it a satisfactory name, but thought perhaps 
that it was a vagal reflex or something like that. 

At operation the cause of the collapse was 
manifested as soon as the abdomen was opened — 
he had bled into the abdominal cavity. There 
was a large amount of blood within the abdo- 
men, and it was just old enough to have been 
associated with the attack of three days before. 
The tumor was obvious, and I saw immedi- 
ately that the hemorrhage had come from a soft 
spot in the tumor. There was a tremendous blood 
supply from the omentum, which had become ad- 
herent to the upper surface of the tumor. The 
vessels from the omentum were enormous and 
very fragile, as omental vessels are when they are 
dilated. The tumor was solid, arising in the 
left lobe of the liver; it was attached not by a 


hospital on the fifieenth postoperative day and is 
perfectly all right at the present time (one month 
later). 


CLINICAL D1IAGNosis 
Cyst of omentum. 
Dr. ALLEN’s DIAGNosiIs 
Mesenteric cyst? 
Pancreatic cyst? 
ANATOMICAL DIAGNOsIS 


Hepatoma. 


ParHoLocicaL DiscussiON 


Dr. Castteman: The tumor measured about 15 
cm. in diameter and was nodular. As Dr. Swett 
mentioned there was a necrotic focus on the sur 
face, undoubtedly the source of the bleeding. This 
photograph (Fig. 1) is a cross section of the tumor 
showing that it is well circumscribed, with nu- 
merous yellowish-orange areas of necrosis, such 
as are not infrequently seen in renal-cell carcl 
nomas. In fact, grossly, I thought that this proba- 
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bly was a metastasis from a renal-cell carcinoma. 
There was no evidence of cirrhosis in the surround- 
ing liver tissue or of invasion of the hepatic veins 
_findings that are usually present in primary 
livercell cancer. Despite this, the tumor micro- 
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into the vena cava, metastasizing to the lungs. 
Dr. Schatzki* looked up a number of cases a 
few years ago and found that the average dura- 
tion of life in the latter type is about six months. 

Dr. ALLEN: Was this in the right or left lobe? 














Figure 2. Photomicrograph of the Tumor. 


scopically is of liver-cell origin (Fig. 2), a very 
slowly growing hepatoma. We were unable to 
find any mitoses and classified it as a tumor of 
low-grade malignancy. Although the gross pho- 
tograph shows that the tumor was completely en- 
capsulated, a cross section at a deeper level re- 
vealed nodules of tumor in the liver parenchyma 
beyond the capsule. However, there was still a 
goodly margin of safety. When fixed in formalin, 
the tumor cells took on a greenish color, showing 
that they were forming bile. 

It is interesting that this morning I was called 
to the operating room by Dr. Allen, who was 
operating on a girl with hemolytic jaundice. He 
removed the spleen and the gall bladder, which 
contained several gallstones, and then he found a 
nodule in the liver. He asked me whether he 
ought to resect it. I thought he should. We 
discussed the possibility of what it was, and he 
said that he thought it was a hepatoma. 

Dr. Auten: That is why it never occurred to 
me that this patient could have had a hepatoma. 

- Sweer: Some of us have the impression 


that these tumors are usually very malignant. Is 
that so? : 


Dr. Castteman: There are two types. The large 


solitary type can remain in the liver for years, 
the untoward effects, and we occasionally 
i " incidentally at autopsy. Others are 

y malignant and spread via the hepatic veins 


Dr. Sweer: It was to the left of the falciform 
ligament. Grossly the remainder of the liver 
looked normal. 

Dr. ALLEN: Do you think that trauma had any- 
thing to do with the origin of this tumor? 

Dr. Castteman: No. I think that he had 
hemorrhage in the tumor because of the trauma. 

Dr. ALLEN: I mean at the time he was jostled 
in the automobile eight years before entry. 

Dr. CastLeMAN: I believe that he already had 
the tumor at that time. 





CASE 2933 
PRESENTATION OF CASE 


An eighty-nine-year-old physician entered the 
hospital because of change in mental state, aphasia 
and right-sided weakness of two days’ duration. 

The patient had been extremely active, busy and 
in apparent good health except for a dull “head” 
and occasional headaches during the previous 
year. Two days before admission he developed 
severe headache, unaffected by aspirin, and vom- 
ited several times. Vomiting was not projectile. 
On the afternoon of that day he fell on the way 
to the toilet, bruising his face. He was restless 
during the night, voided in bed and developed 


*Schatzki, R. Roentgenologicai diagnosis of primary carcinoma of liver. 
tm. ]. Roentgenol. 46:476-483, 1941. 
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weakness of the right arm as well as generalized 
weakness. He was unable to stand up without 
aid. The blood pressure was said to have been 
90 systolic, 50 diastolic, on one occasion, and 138 
systolic, 90 diastolic on another. For the two 
days preceding entry the family noted gradually 
increasing mental dullness. He was slow in re- 
sponse to questioning and experienced difficulty 
in expressing himself until the time of admis- 
sion, when he was unable to talk although he 
seemed to comprehend what was said to him. The 
restlessness had also increased. 

At the age of eighty-four he was in the hospital 
for three days with the diagnoses of slight con- 
gestive failure and partial auriculoventricular 
block, associated with coronary heart disease. 
About six weeks before entry he fell, striking his 
head, nose, eye and ribs. The injuries were min- 
imal and recovery seemed complete, although 
later examination showed a depressed fracture of 
the nose. It was not known whether the patient 
had been unconscious at that time. He had head- 
aches off and on since. 

Physical examination showed a semistuporous 
and restless man. There was a fresh hematoma 
on the right outer orbit that had apparently de- 
veloped since the fall in the bathroom. The eyes 
looked forward in spite of efforts to make him 
look in other directions. The chest was barrel 
shaped and moderately fixed in expiration. The 
lungs were clear. The heart sounds were distant 
and of poor quality but regular. A questionable 
late diastolic murmur was heard over the pre- 
cordium. ‘There was definite weakness of the 
right arm. The lower extremities were essentially 
normal. A positive Babinski sign was obtained on 
the left. The tendon reflexes were bilaterally 
equal. He was unable to speak but seemed to 
recognize his surroundings. The neck was not 
stiff. 

The blood pressure was 110 systolic, 74 diastolic. 
The temperature was 99°F., the pulse 70, and the 
respirations 23. 

Urine examination showed an alkaline reaction 
with a + test for albumin. The white-cell count 
was 9000. The blood Hinton test was negative. 

The following day the patient could not be 
aroused. He developed marked Cheyne-Stokes 
respirations, with blood pressures of 135 systolic, 
80 diastolic, during hyperpnea, and 100 systolic, 
60 or less diastolic, during apnea. There was no 
cyanosis or edema but occasional hiccups. The 
weakness of the right face and the arm appeared 
to be progressing. 

An electrocardiogram revealed marked sinus ar- 
rhythmia, with a rate of 100 to 50 but with rela- 
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tively normal P, Q, R, S and T waves: the PR 
interval was 0.2 second. 

During the next three or four days the patient's 
condition remained essentially the same, with per 
haps slight progressive improvement, 0 “4 
fifth hospital day he had fewer hiccups ; i 

| ps and seemed 
to recognize his friends but was still unable to 
speak. The blood pressure varied from 140 sys. 
tolic, 90 diastolic, to 110 systolic, 80 diastolic. 

During the next seven days he seemed to alter. 
nate between periods of drowsiness and alertness 
When alert, he answered questions intelligently 
recognized his friends and family and wanted to 
get up. He was unable to move the right arm or 
leg. There were no apparent sensory disturb. 
ances and no hemianopsia. It was: not known 
whether he had any headache. The blood pres- 
sure ranged from 110 systolic, 75 diastolic, to 160 
systolic, 100 diastolic. 

On the fifteenth hospital day the patient be- 
came unresponsive. Respirations were rapid, with 
rales at both bases but without dullness. The tem- 
perature, pulse and respirations increased, and 
there was cyanosis of the lips and tongue. During 
the next two days, the respirations rose to 40, and 
he died on the seventeenth hospital day. 


DIFFERENTIAL DrAcnosis 


Dr. G. Corker Caner: The chief points in 
this case are as follows: The patient had a head 
injury, followed by headaches off and on for six 
weeks, and then a severe headache, which either 
preceded or followed another head injury —the 
history is not clear which came first. This severe 
headache was associated with vomiting. He then 
had increasing difficulty in expressing himself 
but seemed to understand. He also developed 
weakness of the right arm and became less re- 
sponsive and finally comatose. After four days 
he improved. 

In regard to location, the weakness of the right 
arm and the motor aphasia point to the left fronto- 
parietal region, cortical or subcortical, as that ot 
the greatest brain damage. A lesion in this region 
would affect the left cortical center for conjugate 
deviation of the eyes and would result in in- 
ability to turn the eyes to the right. The fact 
that the eyes could not be turned to either side 
suggests bilateral lesions. Bilateral lesions would 
also explain the fact that he had weakness of the 
right arm and aphasia and also a Babinski response 
on the left. However, the Babinski on the left 
can also be explained by an expanding left-sided 
lesion that caused pressure on the left cerebral 
peduncle by the edge of the tentorium. The rather 
rapid development of coma suggests rapidly in- 
creasing intracranial pressure affecting the mic 
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brain. The hiccups might have been due to mid- 
brain or medullary compression secondary to gen- 
eralized increased intracranial pressure. 

The age of the patient, together with the fairly 
rapid development of coma, suggests a vascular 
lesion and the history is rather typical for sub- 
dural hematoma. It is well known, of course, 
that subdural hematomas may follow minor head 
injuries, particularly if arteriosclerosis has dimin- 
ished the elasticity of the blood vessels. It is well 
known, too, that a hematoma is frequently found 
on both sides of the brain, and as I have said, 
there is reason to suspect bilateral lesions in this 
case. A subdural hematoma would explain the 
intermittent headache for six weeks following the 
first head injury, and it would account for the 
severe headache and other symptoms whether or 
not they began before or after the second head 
injury. It would also explain the rapidly increas- 
ing coma without extension of the paresis. In fact 
I see nothing in the record that cannot be easily 
explained by this diagnosis. It seems to me that, 
with a history of this kind, burr holes are indi- 
cated. When a subdural hematoma is a_ possi- 
bility there is much more to be gained by this 
procedure than there is to lose. 


The other possibilities are cerebral thrombosis, 
intracerebral hemorrhage, subarachnoid hemor- 
rhage, and tumor with hemorrhage or acute edema 
around it. 

I think thrombosis is the least likely because it 
does not explain the headaches for six weeks and 
because one would expect that a thrombosis large 
enough to cause coma would cause a hemiplegia 
and probably a hemianesthesia and hemianopsia, 
whereas the patient only had aphasia and weak- 
ness of the arm and face. 

Intracerebral hemorrhage also seems unlikely. 
The onset would have been more rapid if there 
had been a hemorrhage. This is also true of sub- 
arachnoid hemorrhage, which, in addition, would 
probably have resulted in a stiff neck. The his- 
tory seems much more suggestive of a vascular 
lesion than of tumor, although tumor with hem- 
orrhage into it cannot be ruled out. 

Finally, I see no relation between the patient’s 
cerebral symptoms and the heart disease that neces- 
sitated hospitalization five years previously, ex- 
cept that arteriosclerosis was probably a factor in 
the development of the subdural hematoma and 
seems to have been the cause of the heart disease. 
I think an clectroencephalogram would have 
been more useful than an electrocardiogram. My 
diagnosis, therefore, is subdural hematoma, prob- 
ably bilateral, with general arteriosclerosis and 
terminal bronchopneumonia. 
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Dr. Henry R. Vietrs: Was a lumbar puncture 
done? 

Dr. Cuartes S. Kusix: No. 

Dr. Viets: That might have thrown more light 
on the problem. 

Dr. Kusik: Dr. Ayer, would you like to make 
any comment? 

Dr. James B. Ayer: It was thought best, be- 
cause of the patient’s eighty-nine years, to do as lit- 
tle as possible; so that even a lumbar puncture 














Ficure 1. Photograph of the Superior Surface of the 
Brain Showing Marked Depression on the Left and Slight 
Depression on the Right. 


was not done. Encephalograms were impractical. 
It was suggested that the lesion was a subdural 
hematoma and that possibility was held to. How- 
ever, even if it was a subdural hematoma, it was 
thought that the patient would not stand operation 
and radical treatment was therefore not pushed. 
The improvement in the week before he died was 
so striking that thrombosis seemed more likely. 


CLINICAL DIAGNOSIS 
Cerebral thrombosis? 
Subdural hematoma? 
Dr. CANER’s DIAGNOSES 


Subdural hematoma, bilateral. 
Generalized arteriosclerosis. 
Bronchopneumonia, terminal. 
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. ANATOMICAL DIAGNOSES 


Subdural hematoma, bilateral. 
Calcific aortic stenosis. 
Cardiac hypertrophy. 


PATHOLOGICAL DiscussION 


Dr. Kustx: There were bilateral subdural he- 
matomas, as Dr. Caner suspected. That on the 
left side was considerably larger, although the en- 
capsulating, rather dense, fibrous membranes were 
of the same thickness and presumably of the same 
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the larger hematoma was situated (Figs. 1 and 2), 
Although a marked cerebellar pressure cone did 


‘mot exist, there was a deep groove across the 


medulla where it rested against the anterior mar. 
gin of the foramen magnum. Thus there was 
evidence of medullary compression, which presum- 
ably accounted for the respiratory difficulty, 

Dr. Viets: Did the tentorium cut in enough 
to account for the positive Babinski sign on the 
left? 

Dr. Kusrx: Apparently not, although that is a 
fairly common occurrence with subdural hema- 








Ficure 2. Photograph of Cross Sections of the Cerebral Hemispheres Showing Marked Depression on the Left 
and Slight Depression on the Right. 


age. Both hematomas consisted almost entirely 
of dark purplish-red fluid, which escaped when 
the dura was irtcised; there was little organized 
or unorganized blood clot. The spaces occupied 
by the hematomas were completely surrounded by 
fibrous membranes—an outer one that was ad- 
herent to but easily stripped from the inner sur- 
face of the dura, and an inner one that lay be- 
tween the hematoma and the arachnoid membrane, 
to which it was not adherent. These encapsulating 
membranes are fibroblastic structures derived from 
the dura. 

There was characteristic depression by the hema- 
tomas of the surfaces of the cerebral hemispheres, 
much more pronounced on the left side, where 


toma; the midbrain may be displaced so far to the 
opposite side by a temporal pressure cone that 
the contralateral cerebral peduncle is forced 
against the margin of the tentorium. An actual 
groove across the peduncle may result. By im- 
plication of the corticospinal tract above its de- 
cussation, a homolateral hemiparesis or hemiplegia 
occurs. In this patient, the bilateral signs can 
probably be explained by the bilateral lesions. 

Dr. Benyamin CasTLEMAN: ‘The heart was 
slightly hypertrophied, weighing 450 gm. This 
was apparently due to a marked calcific aortic 
stenosis. The coronary arteries showed a mod- 
erate degree of atherosclerosis but no appreciable 
narrowing. 
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UNITED STATES CADET NURSE CORPS 





Ir is well known, particularly by physicians, 
that the war effort has created a serious shortage 
of nurses. During the current year, it is estimated 
that 65,000 new student nurses must be enrolled 
if the essential military and civilian nursing serv- 
ices are to be fully covered, and to assist in meet- 
ing this need, Congress has recently passed the 
Bolton Act, which creates the United States Cadet 
Nurse Corps, 

In essence, the act provides for grants-in-aid to 
nursing schools whereby the student nurse is re- 
lieved of the burden of tuition and other fees and 


&xpenses that she would ordinarily have to meet 
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herself and, in addition, is paid a small monthly 
stipend. The student is permitted to enter the 
nursing school of her choice, provided that it is 
participating in the program and that she is able 
to meet its scholastic, personal and physical re- 
quirements. Furthermore, any student nurse who 
enrolled in a participating school subsequent to 
January 1, 1941, is eligible to join the corps. The 
cadet must agree, however, to engage in essential 
nursing — military or civilian—for the duration 
of the war. For the nursing schools, certain broad 
requirements are specified regarding minimum 
standards of nursing education and acceleration 
of the training program. Additional information 
concerning the new program is contained in a 
short article by Surgeon General Thomas Parran 
in the July 10 issue of the Journal of the American 
Medical Association, and details may be obtained 
from nursing schools, state nursing councils or 
associations and the Division of Nurse Education, 
United States Public Health Service, Washington, 
D.C. Recruitment of student nurses has encoun- 
tered severe competition from the many opportuni- 
ties available at present to high-school graduates, 
especially in the uniformed services and in war 
industry, where pay is immediate, and it is hoped 
that this legislation will aid in meeting the com- 
petition and will thus result in appreciable num- 
bers of student nurses. 

The family physician can do a great deal to 
support this worthy program. It is only natural 
that young. women who contemplate joining the 
Cadet Nurse Corps should turn to him for advice 
and guidance. In pointing out to the prospective 
nurse some of the reasons why she is needed and 
how she will benefit herself and her country, the 
physician on the home front will make still an- 
other patriotic contribution to the -prosecution of 
the war. Furthermore, it is to his own interest 
to stimulate recruitment, since, as his load of 
work becomes heavier, nurses can be of increasing 
assistance to him. In fact, all physicians are urged 
to utilize every means to encourage young women 
to accept this new opportunity to aid in meeting 


an urgent war need. 
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THE FIRST COLLEGE TEXT IN OPTICS 


Tue long-delayed renaissance in medicine, 
which even lasted through the seventeenth century, 
is well illustrated by the first college text in op- 
tics, published in London in 1651. The author, 
Thomas Powell, a Welshman, was, it is true, not 
a physician but an erudite Doctor of Divinity at 
Oxford. His book, Elementa Opticae Nova, nev- 
ertheless, must have been widely read for only two 
copies seem to have survived, one in the British 
Museum, and the second recently acquired by the 
Dartmouth College Library. In his description 
of the Dartmouth copy, Burian* points out that 
Powell only compiled the opinions of the philoso- 
phers and poets of the Greco-Roman period, ig- 
noring the writings of his own time. His anatomy 
of the eye is based entirely on Galen’s description, 
the lens being placed in the center of the eyeball, 
although Fabricius ab Aquapendente had de- 
scribed it properly in 1600. Powell considered 
the lens as still the main receptor organ in the eye, 
in spite of the fact that Kepler and others had al- 
ready considered its function as a purely dioptric 
one. The author also listed seven extraocular 
muscles, although in the sixteenth century Fallo- 
pius had correctly described six. Powell, therefore, 
did not go beyond Euclid and Ptolemy and de- 
pended heavily on Aristotle. 

Thus science was delayed. The ophthalmologic 
student of 1651 in England had only this book to 
use, and thus his outlook was turned back at a 
time when Harvey and his few contemporaries 
were moving forward against the strong tide. 
However, the tide was ebbing, and before long 
Powell and his static science were to be finally 
overcome by Leeuwenhoek, Boerhaave, John Tay- 
lor and particularly William Porterfield and 
Thomas Young. 

Powell, in his missionary zeal to keep the world 
clean, was disgusted with what he describes as 


“paradoxes and monstrous new opinions.” He 


*Burian, Hermann M. A text for the times of Cromwell. 


, Dartmouth 
College Library Bulletin 4:19-24, 1943, 
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could not stomach the “demented and eccentric 


ambition” to “attain a new Medicine, a new Phi. 
losophy.” Men of his type, as pointed out by Bu- 
rian, kept the teachings of men such as Kepler 


waiting for well over a century before they became 


the common property of even the men of science. 





MEDICAL EPONYM 
BEsNIER—BOECK-SCHAUMANN  Disgasg 


On February 14, 1889, Dr. E. M. Besnier (1831- 
1909), physician of the Hépital Saint-Louis, pre- 
sented at a meeting of the physicians of that hos- 
pital a case of lupus pernio de la face. This case 
report appears in Annales de dermatologie et de 
syphiligraphie (Second Series, 10: 333-336, 1889), 
A portion of the translation follows: 

A kind of erythematous lupus of the face in the 
form of erythema pernio or local asphyxia, for which 

I propose the designation lupus pernio, or asphyxial 

lupus, allied to Hutchinson’s chilblain lupus, but not 

quite identical. 


Ten years later, Caesar Peter Moeller-Boeck 
(1845-1917), professor of dermatology and syphilis 
at Oslo, published an article entitled “Multipelt be- 
nignt hud-sarcoid [Multiple Benign Sarcoid of 
the Skin],” which appeared in Norsk magasin for 
laegevidenskapen (60: 1321-1334, 1899). After re- 
ferring to clinical accounts of similar lesions, he 
concludes as follows: 

The above described tumor, which so far as I know 
is here studied for the first time, at least histologically, 
thus seems clinically and histologically to occupy an 
independent position, and on the basis of the histo- 
logic findings I have ventured to designate it provi- 
sionally as “multiple benign sarcoid.” 

The possibility exists that further study may demon- 
strate it to be related to the pseudoleukemias. 


Dr. Jérgen Schaumann, of Stockholm, published 
a paper “Etude sur le lupus pernio et ses rapports 
avec les sarcoides et la tuberculose [Study of Lupus 
Pernio and Its Relation to Sarcoids and Tubercu- 
losis]” in Annales de dermatologie et de syphilt- 
graphie (Fifth Series, 6: 357-373, 1917). Following 
a reference to Dr. Besnier’s case, he concludes: 

Lupus pernio and cutaneous sarcoids are symptoms 
of one and the same disease. 

This disease is a tuberculoid lymphadenopathy 
characterized by the multiplicity of its lymphatic dis- 
tribution in the lymph nodes, the tonsils, the bone 
marrow, the lungs, the spleen and the liver. 


R. W.B. 
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WAR ACTIVITIES 


FOOD RATIONING 

The following statement, reprinted from the July 17 
issue of the Journal of the American Medical Association, 
is a summary covering recent amendments in the regula- 
tions governing food rationing: 

The Office of Price Administration announced on July 2 
that any medical practitioner authorized by the state in 
which he practices to prescribe all internal drugs is also 
authorized to certify that a person requires supplementary 
food rations for health reasons. Authority to make such 
certification was previously confined to doctors of medi- 
cine. OPA has now broadened the authority so that 
osteopaths in states which license osteopaths to prescribe 
all internal drugs may also prescribe supplementary food 
rations. Food-rationing regulations provide that a person 
whose health requires more rationed food than his ra- 
tion points permit him to buy may apply to his local 
board for necessary additional points. In some illnesses 
foods are prescribed in addition to drugs or medicines, 
or as a substitute for them. In some counties the work of 
ration boards in processing such applications has been 
much simplified through the voluntary help of the doctors 
themselves. By establishing panels to review all medical 
certifications and to advise the boards, responsibility for 
issuing extra rations for health reasons has been kept on 
a professional level. 

OPA, under date of June 1, placed evaporated and con- 
densed milk on the list of rationed products. These types 
of milk are added to the group of rationed foods con- 
taining meats and fats, for which red ration stamps are 
needed, without any increase in the total number of 
points allowed for this group. One point is required for 
one 14)5-ounce can or for two 6-ounce cans or for two 
8-ounce cans. This means that the child may use 7 of 
his 16 points per week for his milk requirements in 
terms of evaporated milk, which allows slightly less than 
the equivalent of a quart of whole milk per day, and 
have 9 points remaining for his meat and fat require- 
ments. An invalid or any other person whose health 
requires that he have more canned milk than he can 
obtain with the stamps in his ration book may apply at 
his local ration board for additional points. The con- 
sumer must submit a written statement of a_ licensed 
physician showing why he must have more canned milk, 
the amount needed during the succeeding two months 
and why unrationed foods cannot be used instead. A 
supplemental allotment to acquire canned evaporated 
and condensed milk needed by a hospital to meet the 
dietary needs of its patients may be obtained on applica- 
tion to its local ration board. It is understood that, if 
the present method of rationing does not make evaporated 
milk available in all areas for infants and children, some 
more effective method will be worked out. 

OPA has issued an amendment to Ration Order 16 
(Amendment 25), which permits the use of rationed fats 
and oils for external therapeutic purposes. This includes 
the use of vegetable oils, such as cottonseed oil, for bath- 
‘ng newborn infants, for external application in skin 
diseases, for urethral injection or lubrication of urethral 
Instruments and for x-ray visualization. Such use of 
rationed fats and oils is defined as “industrial consump- 
tion” and persons using these products for such purposes 
are classified as “industrial consumers.” An industrial 
consumer engaged in the care and treatment of the sick 
and needing rationed fats and oils for this purpose may 
apply to his district OPA office for a certificate with 
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which to acquire them. The procedure to be followed, 
briefly, is as follows. The application should be made 
on Form R-1605 to the district office. If the applicant 
is a hospital the district office will pass on the applica- 
tion by using the same method of computing allowances 
as the local boards use in computing allotments for in- 
dustrial users; otherwise the application will be forwarded 
to the Washington office for action. If the applicant re- 
quires more than he would receive by the method of com- 
putation described, he should also submit Form R-315 
stating the reasons for such request. An “industrial 
consumer” to whom a certificate is issued for “industrial 
consumption” of rationed fats and oils may use it only 
to acquire the foods for which application was made and 
may use those foods only for the purpose for which the 
application was granted. , 

For several months OPA and medical authorities have 
been studying the hospital problem with a view to de- 
veloping a uniform procedure covering the granting of 
supplemental allotments for hospitals. Solution of the 
problem is believed near. In the meantime a provision 
in the regulations (Ration Order 5, Section 11.6) should 
enable hospitals to obtain the necessary supplemental al- 
lotments so that patients need not suffer from dietary 
deficiency. This provision gives local boards authority 
to grant such allotments to meet the dietary requirements 

* patients living in and receiving care in hospitals 
whether or not such patients are on special diets. In 
determining the amount of the supplemental allotment 
of processed foods and the commodities covered by Ra- 
tion Order 16, the local board will take into considera- 
tion the availability of fresh fruits and vegetables, unra- 
tioned substitutions, such as poultry and fresh fish, and 
the physical facilities of hospitals to process and store 
such foods. 


NEW HAMPSHIRE MEDICAL SOCIETY 


FRENCH — Epwarp H. Frencn, M.D., of Wollaston, 
Massachusetts, died May 4. He was in his eighty-seventh 
year. 

Dr. French graduated from Dartmouth Medical School 
in 1882. He was a member of the staff of the New 
Hampshire State Hospital from 1883 to 1896 and super- 
intendent of the Medfield, Massachusetts, State Hospital 
from 1896 to 1917. Dr. French, as a member of the New 
Hampshire Medical Society, received a gold medal in 
recognition of his fifty years of membership in 1935. 








MISCELLANY 


THE FAMILY DOCTOR, THE PATIENT 
AND THE JOB 

The first step in the rehabilitation of a tuberculous per- 
son is physical restoration, which is particularly the 
province of the physician. In the further adjustment of 
the inactive patient the lay worker who attempts to serve 
the patient without learning the story of diagnosis, treat- 
ment and recovery from the physician, treads on quick- 
sand. Most successful rehabilitation follows the con- 
certed application of the medical skill of the physician 
and the special information and training of qualified lay 
workers. Practical suggestions for the family physician 
who is interested in such co-ordination are here pre- 
sented by Dr. F. L. Jennings, superintendent and director 
of the Sunnyside Sanatorium, Indianapolis, Indiana. 

The private physician who has guided his patient 
through recovery from pulmonary tuberculosis is now 
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being asked frequently to advise concerning some job 
which that patient may attempt without too great haz- 
ard. In this general manpower shortage, the patient 
with inactive tuberculosis, whether from civilian life, 
from induction centers or discharged from military 
services, can find employment readily in many localities, 
particularly if he has an established skill. Besides that 
economic need which makes many patients reluctant to 
continue treatment for the prescribed period, patients 
now are moved by the wish to become a part of the war 
effort and sometimes by high wages. Some employers 
who hire all comers are unlikely to establish any safe- 
guards for handicapped workers. 

One of. the physician’s paramount difficulties has been 
the item of sufficiently definite information about the 
job in question. Jobs are changing rapidly. The ex- 
hausting task of a year ago has been reduced to machine- 
tending. . Redesign, retooling, reorganization and re- 
routing continue to make more specifications obsolete. 
Keeping up with such rapid and drastic change is im- 
possible alike for any physician or lay worker without 
current sources of industrial information. Some physi- 
cians have sought to bridge this difficulty by such general 
terms as “light work,” hoping thereby to protect the pa- 
tient from excessive exertion, strain and tension. Unfor- 
tunately, employers’ requirements are definite. Employ- 
ment placement interviewers must meet these definite re- 
quirements. A patient’s ability to do “light work” is in- 
definite and unsalable. 

But there are now official and unofficial sources of 
information through which physician and patient may 
usually find definite indications concerning which job 
is free from undesirable hazards. The official services 
include the United States Employment Service, which has 
branch offices in most population centers, and the state 
vocational rehabilitation services. The United States Em- 
ployment Service has the most complete and currently 
accurate information on what jobs there are in each 
community and on what physical performance is required 
in each job. It has originated a “Physical Demands 
Form,” which is being used experimentally to determine 
required physical activity and working conditions. This 
type of job analysis explores especially such items as 
continuous standing, sitting, lifting, stooping and so 
forth. One purpose of this information is to check the 
specific requirements of the job against the specific 
limitations of the handicapped applicant. 

Interested physicians may obtain copies of interim 
physical requirement forms from the National Tubercu- 
losis Association. The larger offices of the United States 
Employment Service also include executives or inter- 
viewers who have some experience in special placements 
and who are qualified to discuss the subject of suitable 
placement for recovered patients with their physicians. 
The service has placed thousands of inactive tuberculous 
patients in hundreds of different jobs. The suitability of 
these placements has depended most of the time on the 
quality and quantity of medical information available. 

When the recovered tuberculous patient has no mar- 
ketable skill, or when his old job is contraindicated medi- 
cally, application for training or retraining and placement 
should be made to the state bureaus of vocational re- 
habilitation. Financed by state appropriations and fed- 
eral matching funds, these bureaus are empowered to 
impart specific vocational training and placement to 
handicapped adults in order to make them self supporting. 

The physician will find in federal Form R-3a (revised), 
published by the Federal Vocational Rehabilitation Bu- 
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reau and in the manual prepared for its interpretation 
(Misc. 2328) practical bases on which rehabilitation 
agent and physician may cohere their services for the 
patient. The form and the manual are the result of 
many consultations between federal rehabilitation person- 
nel and members of the Council of the American Try. 
deau Society and other phthisiologists of long experience 
Many state agents and supervisors have learned that, 
as the federal manual points out, direct interview betes 
physician and rehabilitation worker is the most satisfac. 
tory procedure for both. 

A number of the state and local tuberculosis associa- 
tions have included rehabilitation in their program ob. 
jectives. Some have employed special personnel compe. 
tent to assist the patient in finding his way to appropriate 
training or placement or both. Rehabilitation workers 
employed by voluntary agencies are well aware that the 
patients of private physicians may have as much need for 
their services as the sanatorium graduate. The physi- 
cian may find it well worth while to inquire from the 
nearest tuberculosis association what it has to offer in the 
direction of rehabilitation. 

Both official and voluntary resources have been stimu- 
lated and encouraged by changing attitudes within indus. 
try. Not manpower shortage alone, but a cumulation of 
satisfactory performance by former patients, has done 
much to improve this situation. 

The nation’s leading personnel agency, the United 
States Civil Service Commission, has conducted surveys 
of jobs in several types of federal services and in war- 
contract industries in search of jobs suitable for physically 
handicapped persons. Prospective employment for per- 
sons with a history of tuberculosis has been conspicu- 
ously included. 

This precedent has been matched by action on the 
part of the National Association of Manufacturers. In 
the December, 1942, supplement of its Jndustrial Rela- 
tions Bulletin, the association indicated that various 
handicapped groups are a new labor source. 
mention is made of employees who have suffered ampu- 
tations, deafness, blindness, organic heart disease and 
tuberculosis. For each group, a partial list of suggested 


jobs is offered. The bulletin indicates that one of the 
IIs 


parallel practices in employing handicapped workers call 
for “careful selectivity in applying the handicapped man 
to a job which he can do.” Again the private pI 

and the industrial doctor are able to provide medical ad- 
A number of large employers have re- 


ped 


1 
velo} 
rl ved 


Specific 


vice and counsel. 
cently utilized the specific job-analysis method cd 
by the United States Employment Service, descril 
above. 

Tuberculosis literature is not without its 
on rehabilitation information of value to th 
The American Review of Tuberculosis has in pre} 
articles prepared by the United States Emplo 
ice and the Federal Vocational Rehabilitation 
garding their procedures in cases eligible for 
The Rehabilitation Service of the Nationa! ‘ 
culosis Association is preparing special releases on Of 
subject of patients not eligible for official services. _ 
the physician, when called on to advise his patient 0 
cupationally, may utilize the services and the pt 
of the United States Employment Service, the rehabilita- 
tion bureaus and the tuberculosis associations 
from Tuberculosis 
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M << a 
‘RDitenc Lagoraromie®! s 


COLUMBUS, OHIO. 
NET Weicht ONE POUNDS 


No food (except breast milk) is more highly regarded than ' J 


Similac for feeding the very young, small twins, prematures, 
or infants who have suffered a digestive upset. Similac is satis- 


factory in these special cases simply because it resembles breast 


milk so closely, and normal babies thrive on it for the same 
reason. This similarity to breast milk is definitely desirable — 


from birth until weaning. 


A powdered modified milk product especially prepared for infant feed- 
ing, made from tuberculin tested cow’s milk (casein modified) from 
which part of the butterfat is removed and to which has been added 


lactose, olive oil, coconut oil, corn oil, and cod liver oil- concentrate. » 
avy WAR BONDS! 





One level tablespoon of Similac powder added to two ounces of water 
Ea makes two fluid ounces of Similac. This is the normal mixture and the 


caloric value is approximately 20 calories per fluid ounce. 


M&R DIETETIC LABORATORIES, INC. e COLUMBUS, OHIO 
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NOTICES 
SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 


Tuurspay, Aucust 26 


Tuurspay, Aucust 26 


#10:00-11:30 a.m. Medical staff rounds. Peter Bent Brigham Hospital. 


Monoar, Aucust 30 
#12:15-1:15 p.m. Clinicopathological conference. Peter Bent Brigham 
Hospital. 
Tutspay, Aucust 31 


*12:15-1:15 p.m. Clinicoroentgenological conference. Peter Bent Brig- 
ham Hospital. 


2:00-4:00 p.m. Myasthenia gravis clinic. Out Patient Department, 


Massachusetts General Hospital. 


Weonespsy, September | 
*12:00 m. Clinicopathological conference. Children’s Hospital. 
*Open tc the medical profession. 


Septemerr 8-11. 
issue of July 1. 


American Congress of Physical Therapy. Page 32, 


Ocrorer 6. Conference and Seminar in Legal Medicine. 
issue of August 12, 


Page viii, 


Ocroser 11-22. 1943 Graduate Fortnight of the New York Academy 
of Medicine. Page 32, issue of July 1. 


BOOKS RECEIVED 


The receipt of the following books is acknowl. 
edged, and this listing must be regarded as a suf. 
ficient return for the courtesy of the sender, Books 
that appear to be of particular interest will be te. 
viewed as space permits. Additional information 
in regard to all listed books will be gladly 


furnished on request. 


The Kenny Concept of Infantile Paralysis and Its Treg. 
ment. By John F. Pohl, M.D., clinical assistant professor 
of orthopedic surgery, University of Minnesota, and at. 
tending orthopedic surgeon, Minneapolis General Hos. 
pital. In collaboration with Sister Elizabeth Kenny, hon- 
orary director of the Elizabeth Kenny Clinics of Aus. 
tralia, honorary director of the Elizabeth Kenny Institute. 
Minneapolis, and guest instructor of the University of 
Minnesota Medical School. With a foreword by Frank 
R. Ober, M.D., president, American Orthopaedic Associa. 
tion. 8°, cloth, 386 pp., with 100 illustrations. Minne. 
apolis: Bruce Publishing Company, 1943. $5.00. 

Dr. Pohl has been associated with Sister Kenny in the 
United States continuously since she began her work in 
Minneapolis in 1940. The book constitutes an up-to-date 
discussion of the Kenny technics. 


Convulsive Seizures: How to deal with them. By Tracy 
J. Putnam, M.D., professor of neurology and neurosur- 
gery, College of Physicians and Surgeons, Columbia Uni- 
versity, and director of the Services of Neurology and 


(Books Received continued on page xv) 


Aug. 19} 














Available in: 
Complete kits for 50 tests; 
Bottles of 500 tablets; 
Bottles of 1000 tablets. 


BREWER & CON PANY, INC. 


MICRO-ACETABS 


(BREWER) 


For the Detection of Acetone in Urine* 


1. Convenient 


2. Simple 
| 3. Accurate 
4. Timesaving 
5. Inexpensive 


: , , 2 etone if 
*A Simple Micromethod for the Detection of Aceto 


Urine. Brem, J., New Eng. ]. Med., 224:462, 1941. 


WORCESTER, MASS: 
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ADVERTISING SECTION 





Neurosurgery, Neurological Institute of New York. 12°, 
cloth, 168 pp., with 12 illustrations. Philadelphia: J. B. 
Lippincott Company, 1943. $2.00. 

This short manual has been written for the layman, 
particularly the patient afflicted with epilepsy. 


Allergy, Anaphylaxis and Immunotherapy: Basic princt- 
ples and practice. By Bret Ratner, M.D., clinical professor 
of pediatrics, New York University College of Medicine, 
visiting pediatrician and director of pediatrics, Sea View 
Hospital, associate attending physician, Children’s Medical 
Service, Bellevue Hospital, and consultant pediatrician, 
French Hospital. 8°, cloth, 834 pp., with 88 illustrations 
and 56 tables. Baltimore: The Williams and Wilkins 
Company, 1943. $8.50. 

his treatise presents the fundamental principles and 
practice governing the use of antiserums, vaccines, tox- 
oids, blood transfusions, blood substitutes and sulfona- 
mides in the prevention and treatment of infectious dis- 
eases, and the allergic phenomena resulting from their use. 


An Introduction to Biophysics. , By Otto Stuhlman, Jr., 
Ph.D., professor of physics, University of North Carolina. 
8°, cloth, 375 pp., with 155 illustrations, curves and charts 
and 39 tables. New York: John Wiley and Sons, Incor- 
porated, 1943. $4.00. 

This textbook is written for students of the biologic 
sciences and deals especially with radiation and x-rays 
and physics of biologic optics and acoustics and of the 
living cell membrane. The final chapter discusses the op- 
tical and electron microscopes. 


Blood Groups and Transfusion. By Alexander S. Wiener, 
M.D., serologist and bacteriologist in the Office of the 
Chief Medical Examiner of New York City, and head 
of the Transfusion Division, Jewish Hospital of Brook- 
lyn, Third edition. 4°, cloth, 438 pp., with 69 illus- 
trations and 106 tables. Springfield, Illinois: Charles C 
Thomas, 1943, $7.50. 


The present edition of this standard monograph has 
been thoroughly revised in the light of the hundreds of 
new articles that have appeared since 1939, when the 
second edition of this book was printed. There are two 
new chapters: one dealing with the transfusion of stored 
blood and blood substitutes and the other with the Rh 
‘actor and its role in erythroblastosis foetalis. 


Neurosurgery and Thoracic Surgery. Prepared and edited 
by the Subcommittee on Neurosurgery and Thoracic Sur- 
gery, Committee on Surgery, Division of Medical Sci- 
ences, National Research Council. 8°, cloth, 310 pp., with 
30 illustrations, Philadelphia and London: W. B. Saun- 
ders Company, 1943, $2.50. 


The purpose of this book is to supply particulars re- 
garding the established methods of treatment in the rather 
special fields of neurosurgery and thoracic surgery. The 
subject matter of the part on thoracic surgery has been 
rigorously limited to the special problems offered by 
wounds and injuries of the thorax. The work is not a 


textbook se Meas : 
_ ) ook but is designed as a reference manual for med- 
Ical officers 7 » Ga . 

a flicers in the field who are caring for wounded men 
under the exigencies of enemy action. . 


| — 
— Medicine and Man. By Gregory Zilboorg, M.D. 
cy a foreword by Arthur H. Ruggles, M.D. 8°, cloth, 
5 pp. New Y k: arc ‘ P ~ 
1943, $350, ork: Harcourt, Brace and Company, 
This work is a popular treatise on psychiatry, in which 


the neurose j 
h neuroses, psychotherapy and psychoanalysis are par- 
ticularly stressed. | 


| Channing Sanitarium 


EsTaBiisHEeD 1879 


A pleasant country community of cottages built for the 
homelike care and treatment of nervous patients. Separate 
cottage for the care of convalescent nonmental patients. 

Occupational therapy. Tennis court. Sports building. 
Jackson M. Tuomas, M.D. CuiFrrorp G. RounseFett, M.D. 

Superintendent Resident Physician 


WELLESLEY, MASSACHUSETTS 
Telephone — Wellesley 0464 




















BREAST MILK 


may be obtained at the offices and 
laboratory of 


The 


Directory for Mothers’ Milk 


incorporated 


221 Longwood Avenue, Boston 
Telephone BEA 5330 


Prices will be adjusted to make the milk avasdable 
to all who need it 


Sent packed in ice to all parts of New England 























Bournewood Hospital 
300 SOUTH STREET, BROOKLINE, MASS. 
Established 1884 


For a limited number of cases of mental and 
nervous diseases 


POST OFFICE, CHESTNUT HILL 
Telephone PAR 0300 
GeorcE H. Torney, M.D. 
































Washingtonian Hospital 


41 WALTHAM STREET, BOSTON, MASS. 
Founded 1841 


A non-profit-making, endowed institution, 
reorganized, for the 
MODERN TREATMENT OF MEN SUFFERING 
FROM ACUTE OR CHRONIC 


ALCOHOLISM 
JosepH Tuimann, M.D., Medical Superintendent 

Merritt Moore, M.D., Director of Research 
Visits by Psychiatric and Neurological Staff 

Consultants in Medicine, Surgery and the Specialties 

Rates Moderate 
For information: consult the Medical Superintendent 
Telephones: HAN 1750 and 1751 
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wen cee pcoerteerin ply platefuls, this 11-months-old 
ung man emphatically stated: "I have b 

: een brought 
up 7 Pablum and still like it, but some days when I’m in the 
mood for oatmeal, nothing satisfies me like Pabena!” 


Nutritious, quick and easy to prepare, 
both products are for sale at drug stores. 


M 
EAD JOHNSON & COMPANY, EVANSVILLE, 





